St., 


Archives of Dermatology and Syphilology 


VoLuME 27 MARCH, 1933 NUMBER 3 


TREATMENT OF EPITHELIOMA OF THE LIP 
BY THE DERMATOLOGIST 


JOSEPH A. ELLIOTT, M.D. 


CHARLOTTE, N.C. 


This subject is presented to this association for the purpose, first, 
of inviting attention to the treatment of a relatively common dermato- 
logic condition of a serious nature ; second, of emphasizing the fact that 
the dermatologist is in a position to see most of the early lesions of 
the lip, either in his direct practice or in consultation, and is best quali- 
fied to diagnose such lesions, and, third, to make a critical analysis of 
the cures obtained by the various methods of treatment. 

Figures on the death rate from epithelioma of the lip in the regis- 
tered area may be arrived at from the published vital statistics of the 
United States Public Health Reports. In 1920 there were 437 deaths 
from this cause; in 1927, 487, and in 1928, 577, or 5 per hundred 
thousand. It has been estimated that primary cancer of the lip con- 
stitutes from 2 to 3 per cent of all cases of malignant involvement. 
These figures give no adequate idea of the total incidence of the dis- 
ease. The majority of patients are successfully treated, and there are 
no figures available for this larger number. 

In his own practice or in consultation, the dermatologist sees many 
lesions of the lip; he is largely depended on for a diagnosis, and is 
expected either to treat or to advise regarding treatment. Since he 
sees the malignant lesion early, he is in a strategic position to obtain 
cures. 

The welfare of the patient demands the best results possible, and 
if the dermatologist can secure as good or better results than any one 
else, he should welcome the opportunity to take full charge in this 
type of case. 

ETIOLOGY 

It is generally conceded that chronic irritation plays an important 
part in the causation of epithelioma of the lip. From 88 to 95 per 
cent of such cases occur in men. This sex incidence is so striking that 
it has caused a great deal of discussion as to a possible etiologic factor 
common to men. Most observers think that this has been found in 
the use of tobacco, especially the smoking of pipes. It has been thought 
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that the heat from the clay pipe and the tendency of the stem to 
adhere to the mucous membrane of the lip plays an important part 
in starting cancer in this location. Others have called attention to the 
irritation produced by cigarets, when they are allowed to remain in 
contact with the lips until nearly consumed. 

Couch? pointed out three important factors in the relationship 
between tobacco smoking and cancer of the lip: first, local anemia 
caused by pressure of the pipe stem on the lower lip; second, the irri- 
tating effect of nicotine and the products of combustion, and third, the 
direct action of heat. 


As further evidence for the etiologic factor of smoking, Brewer * 
cited the vital statistics of the District of Columbia. He found the 
death rate in white women above the age of 70 dying of cancer of 
the lip to be 8.04 per hundred thousand. In colored women of the 
same age group, a large proportion of whom are pipe smokers, the 
rate was 30.1, or nearly four times as large. It is a significant fact 
that, with this one exception, cancer of all types is far less prevalent 
in the colored race. Bloodgood* stated that the most frequently 
encountered precancerous lesion of the lip is a “smoker’s burn,” which 
occurs at the mucocutaneous border of the lower lip. Microsvopically, 
it shows a dried hornified epithelium and a loss of the papillary bodies, 
sweat glands and hair follicles. It is his opinion that the injury to 
the lip is the result of heat, possibly a single injury, but much more 
likely numerous injuries over a long period of time. 

Kennedy,* on the other hand, expressed the belief that tobacco as 
a causative agent in the production of epithelioma of the lip has been 
overemphasized. He stated that a sufficient number of cases have 
occurred in nonusers to disprove this theory. 

Other etiologic factors that have been mentioned are: herpes 
labialis, seborrheic keratoses, irritations from rough teeth, leukoplakia, 
fissures, papillomas, razor cuts, direct blows, stings of insects and 
chemical and thermal burns. One is, therefore, led to believe that 
chronic local irritations play an important role in the etiology of 
cancer of the lip. 


CLINICAL TYPES 


Ewing * described two clinical types, the papillary and the ulcerative 


infiltrating variety. The papillary form begins as a superficial elevated 


1. Couch, L. B., quoted by Brewer.” 

2. Brewer, G. E.: Carcinoma of the Lip and Cheek, Surg., Gynec. & Obst. 
36:169, 1923. 

3. Bloodgood, J. C.: Carcinoma of the Lower Lip; Its Diagnosis and Opera- 
tive Treatment, Surg., Gynec. & Obst. 18:404, 1914. 

4. Kennedy, W. H.: Epithelioma of the Lip, Radiology 4:319, 1925. 

5. Ewing, James: Neoplastic Diseases, ed. 2, Philadelphia, W. B. Saunders 
Company, 1922, p. 837. 
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lesion, and shows no evidence of deep induration. It extends slowly 
in all directions, but finally ulcerates, penetrating the deeper structures 
and involving the adjacent lymph nodes. ‘The ulcerative infiltrating 
type may appear as a flat thickening of the epithelial layer or as a deep- 
seated, nodular growth, which quickly infiltrates the deeper structures. 
The lesion soon breaks down, forming a broad deep ulcer with pearly 
indurated borders. It advances much more rapidly than the papillary 
type, involves the lymphatic glands earlier, often becomes infected and 
may undergo extensive necrosis. When the lesion is on the lower lip, 
the submental lymph glands are first involved, later the submaxillary 
and finally the upper and lower thoracic. These neoplasms rarely 
metastasize to distant organs. Crile* stated that “The collar of lym- 
phatics about the neck forms an almost impassible barrier, carough 
which cancer rarely penetrates. Once the lymphatic stream has been 
blocked by carcinomatous invasion, it may flow in any direction and 
further metastasis may follow, but the metastasis will remain within 
the lymphatic collar.” 

The structure of epithelioma of the lip is usually that of a typical 
squamous cell carcinoma, showing many variations in detail and degree 
of differentiation. Broders’* classification of the degree of differen- 
tiation has attracted the favorable attention of pathologists and clinicians 
generally, and merits thorough study, especially as it relates to prog- 
nosis. Some who at first accepted this classification without doubting 
it have since come to question its importance and reliability. Warthin * 
has said: “While the general principles of variation in malignancy 
according to the degree of difference in differentiation and entdifferen- 
tiation have long been recognized by the diagnostic pathologist and used 
by him as criteria for prognosis, it must be emphasized here that all 
degrees of anaplasia may be found in a single neoplasm, in fact are 
found in the majority, so that one’s grading of malignancy will vary 
in the case of the same neoplasm from which the piece examined is 
taken.” 

Location—lIn an analysis of 694 cases, Brewer found epithelioma 
to be twelve times as frequent on the lower lip as on the upper. He 
found both lips involved in 5.6 per cent of cases. Broders found the 
distribution of the lesions as follows: lower lip, 95.69 per cent ; upper 
lip, 3.55 per cent, and angle of the mouth, 0.74 per cent. Broders 


6. Crile, G. W.: Carcinoma of the Jaws, Tongue, Cheeks and the Lip, Surg., 
Gynec. & Obst. 36:159, 1923. 

7. Broders, A. C.: Squamous Cell Epithelioma of the Lip: A Study of Five 
Hundred and Thirty-Seven Cases, J. A. M. A. 74:656 (March 6) 1920. 

8. Warthin, A. S.: Forty Years as a Clinical Pathologist, J. Lab. & Clin. 
Med. 16:743, 1931. 
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further stated that of the lesions on the lower lip, 43.6 per cent were on 
the left side, 38.64 per cent on the right side and 17.75 per cent in the 
middle of the lip. Of the lesions on the upper lip, 53.55 per cent were 
on the left side, 33.33 per cent on the right side and 13.33 per cent in 
the middle. 


COMPARISON OF METHODS 


What method of treatment of epithelioma of the lip offers the 

- patient the best chances of a permanent cure? In analyzing the sur- 
gical statistics one finds that Brewer obtained 92 per cent of cures in 
primary cases when the glands of the neck were removed and found 
to be microscopically negative for cancer. In the cases in which the 
lesion of the lip was removed but the glands left intact, he obtained 
only 66 per cent of cures. In his cases in which the glands were 
involved, he obtained 34 per cent of cures following a radical opera- 
tion. Broders reported 76.26 per cent of cures in cases in which no 
glands were demonstrated. Of all patients who were operated on and 
later traced, 59.47 per cent were alive. Bloodgood stated that his results 
were good when surgical intervention was sufficiently radical. He 
reported 75 per cent of cures. When metastasis had taken place, he 
reported 50 per cent of cures. In the early cases without glandular 
involvement, Fischel ® reported 88 per cent of cures; Shedden*® 75 
per cent, and Sistrunk,'' 90 per cent. Thus it is seen that surgical 
intervention offers from 75 to 92 per cent of cures in early cancer of 
the lip when no evidence of metastasis can be found. 

Lain ** reported 97.7 per cent of good results with the use of radium 
in the most favorable type (Broder’s type I), though many of his 
patients have not been treated long enough to pronounce them cured. 
Montgomery and Culver ‘* reported good results after first curetting 
the lesion, then applying trichloracetic acid and following this with 
from five to twenty hours of radium. They are of the opinion that 
the degree of success or failure depends on the thoroughness of the 
preliminary destruction by curettement and cauterization with trichlora- 

cetic acid. They advise high voltage roentgen therapy to the glands 
of the neck. 


9. Fischel, Ellis: 
Cancer 15:1321, 1931. 

10. Shedden, W. M.: Results of Surgical Treatment of Epithelioma of the 
Lip from the Massachusetts General Hospital and the Cancer Commission of 
Harvard University, Boston M. & S. J. 196:262, 1927. 

11. Sistrunk, W. E.: Results of Surgical Treatment of Epithelioma of the Lip, 
Ann. Surg. 73:521, 1921. 

12. Lain, Everett S.: Treatment of Cancer of the Lip by Radium, Arch. 
Dermat. & Syph. 6:434 (Oct.) 1922. 

13. Montgomery, D. W., and Culver, G. D.: Treatment of Cancer of the Lip, 
M. J. & Rec. 133:573, 1931. 
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Kennedy, who began to use radium in 1918 to the exclusion of all 
other therapeutic measures, stated that in unselected cases “results 
have been excellent and the percentage of cures is extremely gratifying.” 

Janeway,** Quick,’® Taussig,’*® Muir,’’ Hailey and many others 
strongly advocate the use of radium as a means of obtaining excellent 
cosmetic and clinical results in cancer of the lip. Most of these 
observers do not, however, quote their percentage of cures. One 
would conclude that their results justified their method of treatment. 

Electrocoagulation and irradiation have given excellent results in 
the hands of Pfahler,'® Stevens,?° Clark 7’ and others. Pfahler reported 
95.5 per cent of cures in all primary cases. Of 139 cases in which 
the lesion was not more than 1.5 cm. in diameter, he had a single 
failure, or 99 per cent apparently permanent recoveries. The patient 
who did not recover failed, through a misunderstanding, to receive 
routine irradiation of the mental, submental and submaxillary lym- 
phatics. Stevens reported the treatment of 38 early cancers of the 
lip by electrocoagulation and irradiation. He obtained 37 cures and 
had 1 failure. He stated that the results of this method of treatment 
appear to warrant its being the method of choice in the treatment of 
carcinoma of the lip. This method is apparently satisfactory in the 
handling of early cases. 

From this review of the treatment of epithelioma of the lip, one is 
led to believe that the methods that are now commonly used in the 
treatment of this condition produce relatively the same results. The 
end-result seems to depend largely on the type and size of the lesion, 
the age of the lesion when treatment is begun and the thoroughness 
with which the treatment is carried out, whether it be surgical, irradia- 
tion with radium or roentgen rays, electrocoagulation or combination of 
these methods. 


14. Janeway, Henry H.: Treatment of Cancer of the Lip by Radium, J. A. 
M. A. 70:1051 (April 13) 1918. 

15. Quick, Douglas: Epithelioma of the Lip, Am. J. Cancer 15:229, 1931. 

16. Taussig, Lawrence: Radium Treatment of Carcinoma of the Lip, M. Clin. 
North America 6:1579 (May) 1923. 

17. Muir, Joseph: Treatment of Cancer of the Lower Lip, Radiology 7:51, 1926. 

18. Hailey, Howard: Radium Treatment of Early Epithelioma of the Lip, 
South. M. J. 23:1121, 1930. 

19. Pfahler, G. E., and Vastine, J. H.: The Treatment of Cancer of the Lip 
by Electrocoagulation and Irradiation, J. A. M. A. 98:32 (Jan. 2) 1932. 

20. Stevens, J. T.: Cancer of the Lip; Its Treatment by Means of Electro- 
thermic Coagulation, Radium and Roentgen Rays, Radiology 4:327, 1925. 

21. Clark, W. L.: Electrodesiccation and Electrocoagulation in Neoplastic and 
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ANALYSIS OF CASES 


I shall report 66 cases of epithelioma of the lip. Fifty-eight of these, 
87.97 per cent, were in men, and 8, 12.1 per cent, in women. These 
figures are approximately the same as Pfahler’s. The youngest patient 
was 22 years of age, while the oldest was 78. The average age for the 
group was 51.9 years. The men averaged 50.7 years, while the average 
for women was 61.9 years. Sixty-three, 95.46 per cent, of the lesions 

- occurred on the lower lip, while 3, 4.54 per cent, were on the upper lip. 
These figures closely parallel those of Broders. Forty-nine of these 
cases occurred on the sides of the lip, 14 in the center and 3 at the corner 
of the mouth. Grouped according to age, there were 4 patients between 
the ages of 22 and 29 years; 9 between 30 and 39 years; 15 between 
40 and 49 years; 13 between 60 and 69 years, and 8 between 70 and 78 
years. Thirty-eight or 57.6 per cent of the lesions were ulcers; 22 or 
33.3 per cent were nodules and 6 or 9.1 per cent, plaques. The duration 
of the lesions ranged from one month to twelve years. Forty-six lesions 
had been present less than a year; 14, from one to two years, and 6, 


from three to twelve years. Eighty per cent of the patients were 
smokers. Pipe smoking was frequently mentioned in the histories, but 
the type of smoking, in many instances, was not recorded. Four lesions 
began as “fever blisters.” One began at the site of injury produced by 
a piece of stove wood; one at the site of irritation produced by a rough 
tooth; one was attributed to a dental injury and another to a cigaret 
burn. 


Method of Treatment.—The clinical diagnosis of epithelioma of the 
lip should be made only after the completion of a thorough examination 
of the patient. Syphilis and other possible diagnoses should first be 
definitely excluded. Once the diagnosis is made, one must decide what 
the best procedure is in a given case. My associates and I have found 
electrocoagulation and irradiation a satisfactory method of treating the 
majority of our patients. We have had 66 cases of primary epithelioma 
of the lip, without clinical evidence of glandular metastasis, in which 
this method has been employed. Our procedure is as follows: 


The lip is anesthetized with procaine hydrochloride. With the index finger 
within the mouth and the thumb pressed firmly against the lip, sufficient pressure 
is applied well below the lesion to cut off its blood supply. A small cutaneous 
punch is employed to obtain a specimen for microscopic examination. With the — 
pressure still applied, the biopsy wound is thoroughly coagulated. The pressure is 
then released, and the entire lesion is coagulated. The coagulated tissue is trimmed 
away with sharp, curved scissors, care being taken not to cut into fresh tissue. 
The wound is painted with bismuth violet, and a small amount of ointment of 
boric acid is applied. The lip is then irradiated with unfiltered roentgen rays, 
while the glands of the neck are given high voltage roentgen therapy. Usually 
four roentgen treatments are applied to the lip, while two treatments are applied 
to the glands. 
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Of our 66 patients, 42 were treated over five years ago, 17 over 
three years ago and 8 from one to two years ago. There have been no 
local recurrences. None has shown metastasis to the glands of the neck. 
One now has a tumor of the brain, which appeared seven years follow- 
ing the removal of the lesion on his lip. The nature of this tumor has 
not been determined, but, at Memorial Hospital in New York, he was 
told he had a metastatic growth. The scars in our cases have been soft, 
and the deformities have been negligible when the lesions were small. 
Even in the larger lesions the cosmetic results have been satisfactory. 

COMMENT 


The permanent cure of the epithelioma of the lip is the goal toward 
which every physician who treats such cases is striving. It has been 
shown that surgical intervention offers a cure in from 75 to 92 per cent 
of the primary cases. This method has the advantage of permitting 
a pathologic examination of the tissue removed and of ascertaining the 
true nature of the growth. The tissue that must necessarily be removed 
causes a considerable defect, and while the deformity is justifiable in 
cancer of the lip, we cannot subscribe to such an operation in benign 
lesions. That the majority of the questionable lesions of the lip removed 
by surgical measures are benign, there can be no doubt. New * stated 
that 50 per cent of such cases are benign, while Bloodgood ** said: “At 
the present time more than 60 per cent of the lesions that I have excised 
from the lower lip are microscopically benign and of the remaining 40 
per cent, in more than 75 per cent the glands when removed show no 
evidence of metastasis.” By our method the same diagnostic methods 
are available, namely, clinical and pathologic examination, yet less tissue 
is removed, and in the benign cases (60 per cent of all cases in Blood- 
good’s experience) the cosmetic result will be better. Electrocoagulation 
and irradiation in the hands of Pfahler, Stevens and myself have shown 
a higher percentage of cures in primary epithelioma of the lip than the 
available surgical statistics show. It is our opinion that the clinical 
diagnoses made by the dermatologist will be more accurate than those 
of the surgeon. While some of our cases, which we thought were 
probably malignant, proved on microscopic examination to be benign, 
the percentage was small. 

Radium has proved to be of great value in the treatment of lesions 
of the lip in the hands of many competent physicians. When used alone, 
there is the disadvantage of not having a microscopic diagnosis, and even 
in questionable cases one should irradiate the glands of the neck regard- 


22. New, G. B., in discussion on papers of Drs. Parkhurst, Highman, Taussig, 
Pfahler and Lain: Arch. Dermat. & Syph. 6:441 (Oct.) 1922. 

23. Bloodgood, J. C.: Excision of a V-Shaped Piece of the Lower Lip Versus 
Roentgen Rays or Radium Treatment, J. A. M. A. 81:1807 (Nov. 24) 1923. 
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less of the nature of the lesion. If one is going to use radium or 
roentgen rays alone, sufficient treatment must be given to destroy the 
lesion. Grier ** stated that it is absolutely fatal to treat patients with 
cancer of the lip with small divided doses of roentgen rays, for, if one 
succeeds in healing the lesion temporarily, a recurrence will develop. He 
treats primary cases of the lip with roentgen rays and gives not less 
than fifteen times an erythema dose to all lesions, regardless of how 
small and insignificant they are. Such intensive treatment is not without 
danger to the normal tissues, and, as Pfahler has pointed out, it is 
extremely difficult to separate the local effect of the irradiation from 
that of the high voltage roentgen rays which one wishes to apply over 
the lymphatic areas. Our method offers the advantage of obtaining a 
specimen for microscopic examination and of completely destroying the 
lesion, without the possibility of damaging the surrounding tissues. 


CONCLUSIONS 


1. Sixty-six cases of primary epithelioma of the lip treated by 
electrocoagulation and irradiation are reported. 


2. In none of the cases has there been a local recurrence or metas- 
tasis to the lymph glands. 


3. In one case a possible metastasis to the brain developed seven 
years following the removal of the lesions on the lip. 


4. Electrocoagulation and irradiation offer a high percentage of cures 
in early epithelioma of the lip. The end-results are as good as, if not 
better than, those obtained by any other method of treatment. 


5. The dermatologist by virtue of his diagnostic ability is in a pre- 
ferred position to treat such lesions. 


ABSTRACT OF DISCUSSION 
Dr. Laurence R. Taussic, San Francisco: In view of the fact that I am one 
of those quoted as favoring radium therapy for carcinoma of the lip, I wish to 
say that at present I agree with essentially everything Dr. Elliott has said. It has 
been several years since we have treated epitheliomas of the lip with radium. We 
did obtain favorable results in most of the cases treated in that manner, but during 
the last three years we have changed to electrodesiccation of the lesion in most 
instances. Treatment with radium prevents the microscopic examination to clinch 
the diagnosis, and, furthermore, a radio-dermatitis develops in a considerable num- 
ber of patients in succeeding years. 


Dr. WiLtIAM ALLEN Pusey, Chicago: This paper appealed to me because 
I have been interested in the subject for many years. About thirty years ago I 
began to treat epithelioma of the lip with roentgenotherapy, and then it was claimed 
in some quarters that any one who did not treat these lesions by excising every- 
thing underneath the chin was almost a criminal. 


I began cautiously to treat 


24. Grier, G. W., in discussion on Pfahler and Vastine.!® 
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epithelioma of the lip as I was treating other lesions of the body, and treated the 
lesions in patients when conservative surgeons would not take out the contiguous 
glands. I have done so from that day to this and have had no occasion to regret 
that course. I have not made a statistical study, perhaps as a matter of laziness, 
but also because a clinical diagnosis by men like Dr. Elliott is pretty good evidence. 
| had great pleasure several years ago in a paper of Dr. Weidman’s illustrating 
the many mistakes made by clinicians in diagnosing ulcers of the skin. I have 
recently had a similar experience. An old physician consulted me for a lesion 
under the tongue. I told him that I thought it was a wart, and I offered to remove 
it. He was not content with this; he had it cut out, and had the tissue examined 
by a second rate pathologist, who reported epithelioma. The doctor was a man 
whom it was hard to advise, and I did not try anything further. But he finally 
did what I would have him do; he took the tissue to a reliable pathologist, who 
made serial sections and reported that it was not epithelioma. 

I treated epitheliomas with the roentgen rays almost exclusively for many years, 
and I would be perfectly willing to argue anywhere that I got my best results in 
the old days, when I used a gas tube and gave repeated exposures until I got a 
reaction and then stopped. Among radiologists the method of treatment depends 
on the amount of radium or roentgen rays they have. They claim that those of 
us who use small amounts are in the moron class. The man with a large amount 
of radium says we should use it, and the same is true of the man with the large 
roentgen machine. I do not care how epithelioma is treated as long as it is 
destroyed. I think that these lesions are more often localized than we formerly 
thought, and almost any treatment is effective if we destroy them completely. 
During the last twelve years or so, since I have had new and improved apparatus, 
to the joy of my office force but not to the good of my patients, I have not had as 
satisfactory results. I recognize that some growths are more resistant than others, 
but I never found a case in the old days when I used the soft tubes in which I 
could not destroy the growth if enough treatment was given. With the MacKee 
technic I have become less of a uniformist. As a rule, I treat the lesions first by 
curettement and then with acid nitrate of mercury or zinc chloride; then I use the 
roentgen rays. I do not, as a rule, give a prophylactic dose in the neck, for it is 
my experience that when patients have carcinoma of the neck they do not survive, 
whether surgical measures, roentgenotherapy or nothing is used. My best results 
have been in simply treating the epithelioma in situ. The only selection I have 
made in my cases is to avoid the deep-seated epitheliomas. Those I give to the 
surgeon, and as far as I can make out, I am giving him a Greek gift. 

Dr. V. Parpo-CaAstetto, Havana, Cuba: For the last three or four years I 
have been treating some of my private patients in a manner similar to that 
described by Dr. Elliott. My advanced cases of cancer I usually refer to the oral 
surgeon. Beginning cancer of the lip I treat with the endotherm knife, removing as 
much as possible without too much mutilation, and then desiccating the base. The 
only objection I have to this method is the cosmetic deformity that results. Radium 
does not cause this deformity, and irradiation is undoubtedly the method of choice 
in most cases. 

Dr. George M. MacKee, New York: Unfortunately, I did not hear all of 
Dr. Elliott’s paper, but I can give you my experience in treating many cases of 
cancer of the lip. 

In the advanced cases the most we can do is to prolong life. In the early 
cases, there is a difference of opinion among dermatologists, roentgenologists and 
radiologists as to how the patients should be treated. Dr. Pusey says he obtained 
his best results with fractional roentgen treatment. I do not believe that he used 


} 
or 
1e 
th 
le 
le 
it 
n 
r 
a 


382 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


the fractional method as we understand it. The fractional method is a very small 
dose, one-fourth skin unit (about 70 roentgens) once a week. As I recall his 
work many years ago, he gave a much larger dose quite frequently so that the 
result was intensive. Ravaut and others have used this method. Instead of giving 
one very large dose, they give daily treatments, feeling that in this way they 
attack mitoses as they occur, whereas by giving one enormous dose they may not 
eradicate the young cells as they develop. That point is under controversy and has 
been somewhat exploded, for we find that the results are about the same with 
either method so long as the treatment is properly applied. 

The success of the treatment selected depends on the cytologic type concerned, 
the grade of malignancy, the location of the lesion, whether or not it is local or 
invasive and the technic. It is possible to obtain excellent results with either 
roentgen rays or radium in both early and advanced cases, My preference in treat- 
ment for the advanced case is large doses of heavily filtered, high voltage roentgen 
rays or the equivalent treatment with radium; or in some cases a combination of 
scalpel or surgical diathermy and irradiation, But in the early case [ prefer 
surgical intervention, By early | mean a lesion that is not invasive and which 
has not yet undergone metastasis, Proper surgical removal permits all the advan 
tages accruing to microscopic study in addition to removal of the lesion in its 
entirety and production of a permanent cure, By very early diagnosis and com 
plete removal of the lesion in all cases it is possible to reduce substantially the 
incidence, morbidity and mortality of cancer, 

De. Ean. D, Osnoene, Buffalo: only wish to call attention to Pfahler's last 
paper, in which he reported 50 per cent of cures for metastatic squamous cell 
carcinoma of the face and lip when pure gamma irradiation through 2 mm, and 
3 mm. of lead was used, 

Dre. Witttam AtLen Pusey, Chicago: My experience is considerable in treat- 
ing metastatic carcinoma of the neck with hard irradiation, and I have yet to see 
it affected. 

Dr. MacKee was right in saying that my method was not a pure broken dose 
method, because after I taught my assistants, most of the work was done by them. 
We gave broken dosage every few days until erythema occurred, and then we 
stopped. I use relatively the same procedure now. We give two treatments, rest 
three days, give two more, and wait for a reaction. With my present technic the 
results are not so good as they used to be. 

In regard to diagnosis, one reason I like the curet is because a diagnosis can 
be made with it. I think that if the mass of epithelioma is palpable—it may not 
be thicker than a couple of millimeters—the feel of the curet will establish the 
diagnosis. I have curetted masses of suspected epitheliomas many times and then 
have discovered that I had made a mistake. I am willing to uphold a diagnosis 
of epithelioma made by inspection and with the curet. 


Dr. Josern Exxiort, Charlotte, N. C.: I think we all agree that the most 
important point in the treatment of epithelioma of the lip is thorough destruction 
of the lesion. This may be done by a number of methods. Electrocoagulation has 
proved very satisfactory in our experience. My associates and I believe that a 
biopsy is of distinct value in the very early lesions in which the clinical picture is 
not always diagnostic. Occasionally an insurance company will request a report 


on one of these patients. A pathologic diagnosis is of value in such instances. 
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CHOLESTEROL AND LECITHIN STUDIES 
IN SYPHILIS 


CHOLESTEROL PARTITION IN RELATION TO THE WASSERMANN 
REACTION 


ISADORE ROSEN, M.D. 
FRANCES KRASNOW, Pa.D. 


AND 
MORRIS A, LYONS, M.D, 
NEW YORK 


The growing interest in the lipids of the blood in their relation to 
immunologic processes is evident in the accumulating literature on the 
subject. In dermatology, cholesterol and lecithin, two important mem 
hers of this group, are receiving the attention of workers who believe 
that lipid metabolism may offer the explanation of phenomena still 
obscure many cutaneous diseases, Investigations the field of 
biochemistry tend to support the view that the lipids may be the prin- 
cipal factors concerned in’ the mechanism of immunity syphilis, 
although there is a lack of unanimity on the part of the various investi- 
gators as to the interpretation of their findings. 

Believing that the lipids may carry the clue to the elucidation of 
some of the problems concerned in the defense mechanism of the body, 
we undertook some eight years ago a study of the cholesterol content 
of the blood. During this time we spent many months in developing 
and standardizing our method and in examining numerous persons 
without demonstrable disease to obtain our normal values. That our 
technic has reached a high degree of standardization is shown by the 
fact that the normal values obtained for our control series in this group 
practically duplicate those obtained in previous investigations. While 
we have analyzed various dermatologic conditions, the disease which 
lends itself most admirably to this study is, in our opinion, syphilis, 
and for the following reasons: Its etiology is known; its biologic reac- 
tion can be demonstrated; the influence on its biologic and pathologic 
processes through the medium of therapy is familiar, and the patient 
can be followed over long periods. 

This paper presents the results of the study of cholesterol and 


lecithin in syphilis in its various stages, including cerebrospinal involve- 
ment. It has been suggested that the free cholesterol is the more 


important factor concerned in lipid metabolism of this disease. We 


From the Department of Dermatology and Syphilology, New York Post- 
Graduate Medical School and Hospital, Columbia University. 
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have, therefore, incorporated additional data pertaining to the free 
cholesterol, cholesterol esters and total lipids in the blood which we 
believe give a more comprehensive picture of these constituents as 
they exist in syphilis. 


TECHNIC 
The methods used are in general those employed in our previous publications. 
For cholesterol esters and free cholesterol, the procedure of Bloor and Knudson 
was modified to fit our total cholesterol system. Briefly, the technic is as follows: 
Fifteen cubic centimeters of chloroform extract (obtained for the total cholesterol 
of whole blood) in a 50 cc. flask is evaporated to dryness on the water bath. 
To the residue, 15 cc. of alcohol-ether mixture (3:1) is added, followed by 2 cc 
of digitonin solution (0.5 per cent in alcohol). The whole is placed on the water 
bath, agitated occasionally and evaporated to dryness. Petroleum ether (15 cc.) 
is now added to dissolve the cholesterol esters. This is carefully heated on the 
water bath at 60 C., boiled down to one half of the volume and filtered through 
a fat cotton plug into a casserole of about 175 cc. capacity. The extraction is 
repeated twice with 8 cc. of petroleum ether. The combined extract is evaporated 
slowly to dryness. The residue is dissolved in from 3 to 4 cc. of chloroform, 
made up to a volume of 5 cc., and the determination continued as for total 
cholesterol. 

To determine cholesterol in spinal fluid, from 15 to 20 cc. of the latter was 
evaporated to 1 cc. before proceeding with the technic used for total cholesterol 
in whole blood. 


RESULTS 
One of our aims in this investigation was to obtain a representative 
picture of the blood and spinal fluid of a particular patient. We, there- 
fore, repeated the analyses as many times as it was convenient!y possible. 
Table 1 summarizes the number of returns of each patient. In all we 
carried out 635 analyses (table 1). Of these, 67 are for total lipids, 
168 for total cholesterol, 75 each for cholesterol esters and free cho- 
lesterol, 172 for lecithin and 78 for total cholesterol in spinal fluid. 
Summaries of the detailed data are listed in tables 1 to 5. Several 
interesting findings may be pointed out: 

1. There is practically no difference in total lipid content. 

2. The average values for cholesterol and lecithin of normal persons 
practically duplicate those previously reported." 


3. The average value for cholesterol in persons affected with pri- 
mary syphilis is lower than that in persons suffering from any of the 
other degrees of infection.*? Chart 1, curve J] demonstrates this very 
clearly. The peak of this curve is to the left of all other curves. 


1. (a) Rosen, I, and Krasnow, F.: Lecithin and Cholesterol Studies in 
Dermatophytosis: Preliminary Report, Arch. Dermat. & Syph. 23:132 (Jan.) 
1931. (b) Krasnow, F., and Rosen, A. S.: J. Lab. & Clin. Med. 14:967, 1929. 

_2. Bloor, W. R., and Knudson, A.: J. Biol. Chem. 27:107, 1916. 

3. Rosen, I., and Krasnow, F.: Cholesterol Studies in Syphilis, Arch. Dermat. 
& Syph. 20:75 (July) 1929. 
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“ABLE 1.—Summary of Number of Analyses 


Number of Times Analyses Were 
Total Carried Out on Same Patient 
No. of — 
Whole blood 
Total lipids..... 
Cholesterol 


1 
1 
1 


Lecithin (aleohol-ether-soluble 
Spinal fluid 


* Aleoholether-soluble P indicates all phosphorus coming from compounds which 
aleohol-ether-soluble. 


TABLE 2.—Summary of Results of Analyses * 


Cholesterol 
A — 
Total Whole Blood 
Lipids 
in Free n 
Description Whole - Spinal Whole 
of Cases ses Blood Total Ester Amount % Fluid Blood 
Normal 1,300-+- 100 170-+18 8i+ 8 §2+2 244+14 
Primary sy 6 1,3004100 «148410 239+93 
Primary-secondary 
11 1,300+100 158+18 7O+15 984+8 58+6 0.994012 241+18 
Cerebrospinal syph- 
_ 2: 1,400+-100 178+18 S1+14 97+9 0.99-+-0.10 2594-22 
Tertiary syphilis.... 1,300+- 100 176+18 Ti+14 +4 0.95+0.10 2464153 


Lecithin 


* Values expressed in milligrams per hundred cubie centimeters. 
TABLE 3.—Summary of Wassermann Reactions for Cases Used in Table 10 


Percentage Showing 
Wassermann Reaction 
Number of —— 
Description of Cases Negative Positive 


Normal 

Primary syphilis......... 

Cerebrospinal syphilis 


Tas_e 4.—Distribution of Values with Reference to Normal Range 


Percentage of Cases 
Showing Values 
- 
Number Below Within Above 
of Normal Normal Normal 
Analysis Description of Cases Cases Range Range Range 


Total lipids 


Cholesterol 
(total) Primary-secondary syphilis................... 
Cerebrospinal syphilis................ 


Primary-secondary syphilis.................... 


Primary-secondary syphilis........... 
Cerebrospinal syphilis 
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20 100 0 
4 100 0 
8 25 75 
)- 13 46 54 
1 6 50 nO 
i] 
> Primary-secondary syphilis....... ucwewne 8 12 75 12 
, 6 16 83 0 
‘ 6 838 16 0 
; 11 64 27 9 
23 22 52 26 
| : 10 10 70 20 
4 0 50 
s 25 0 75 
13 15 15 70 
6 16 16 67 i 
6 33 50 16 : 
11 36 36 27 
23 5 65 
10 10 70 pal) 
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that is, it occurs at a cholesterol level which is lower than that for any 
of the other peaks. The decrease in cholesterol is further demonstrated 
m table 8. 


4+. From table 2, we note, too, that the picture for cholesterol in 


secondary syphilis is intermediate between that for primary and tertiary 


syphilis. The average content is higher than that in the primary dis- 


ease, but still lower than the normal. Chart 1, curve ///, shows its 


peak between / and //. 


Taste 5.—Correlation Between Cholesterol in Whole Blood and Cholesterol in 
Spinal Fluid of Patients Suffering from Cerebrospinal Syphilis 


Percentage of Cases Showing Total 
Cholesterol in Spinal Fluid Above 
— 


Total cholesterol in whole 0.8 meg. per 0.9 mg. per 1.0 mg. per 1.1 mg. per 
blood 100 Ce, 100 Ce, 100 Ce, 100 Ce. 
Below normal range............ 83 nO 16 8 
Within normal range........... 81 76 38 19 
Above normal range........... t 53 37 16 


= A 
120 140 160 190 coo 220 


Chart 1—Curves showing the frequency of occurrence of cholesterol values in 
normal persons and in persons with different types of syphilis: /, normal; //, 
primary syphilis; ///, primary-secondary syphilis; //’, cerebrospinal syphilis, and 
I’, tertiary syphilis (asymtomatic). The vertical scale represents the percentage 
of cases and the horizontal scale, the number of milligrams of cholesterol per 


hundred cubic centimeters of whole blood. 


5. That total cholesterol in cerebrospinal syphilis tends toward 
values higher than normal appears both from table 2 and chart 1, 


curve JI’, 


6. Tertiary syphilis, with and without active lesions, gives values 


which approach the normal nearer than any of the other forms of 


the disease studied. 


7. The results for free cholesterol are very interesting, although 
Table 3 notes that 0, 75, 54 and 50 per 


not apparent from table 2. 
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cent of the persons suffering respectively from primary, primary- 
secondary, cerebrospinal and tertiary syphilis gave positive Wassermann 
reactions. Again in table 4, the percentage of cases showing free cho- 
lesterol values above the normal range is greatest for primary-secondary 
syphilis. It is significant that the peaks of the curves in chart 2 
approach the normal in a corresponding order. Thus curve //A shows 
that the percentage of free cholesterol in the blood in most of the 
cases of primary syphilis is nearly normal, and that in most of the cases 
with primary-secondary syphilis (///A) it is much greater than normal. 
Cerebrospinal syphilis (JVA) and tertiary syphilis (VA) take an 
intermediate position with their curves almost coinciding as do the per- 
centages of positive Wassermann reactions in these two varieties. If 
such a relationship should eventually be shown to obtain regularly, then 


40 


Chart 2—Curves showing the frequency of occurrence of free cholesterol per- 
centages in normal persons and in persons with the different types of syphilis: / 4, 
normal; II 4, primary syphilis; III A, primary-secondary syphilis; IV A, cere- 
brospinal syphilis, and V’ 4, tertiary syphilis (asymptomatic). The vertical scale 
represents the percentage of cases and the horizontal scale, the percentage of 
free cholesterol. 


it may be that the free cholesterol of the blood influences fixation in 
the Wassermann reaction.‘ This may also explain why the addition 
of a minute amount of cholesterol to the beef-heart antigen makes the 
latter more sensitive.” Perhaps the frequent occurrence of low lecithin 
values for primary-secondary syphilis (chart 3, curve ///B) may also 
hear on this question. Any combination between lecithin and cholesterol 
may still leave enough free cholesterol unbound to affect complement 
fixation when the free cholesterol is high. A final correlation must 


await further investigation. 


4. Klein, W., and Dinkin, L.: Ztschr. f. physiol. Chem. 92:302, 1914. Knud- 
son, H.; Ordway, T., and Ferguson, H.: Proc. Soc. Exper. Biol. & Med. 18:299, 
1921. 

5. Henes, E.: Am. J. Syph. 4:685, 1920. 
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Although the average for lecithin in primary syphilis is lower than 
that in primary-secondary syphilis, the frequency of lower lecithin 
values is greater in patients suffering from the latter. At first glance 
this seems to be at variance with our previous findings.® But the infec- 


tion in our present cases is of shorter duration than in those used for our 


200 240 260 280 


Chart 3.—Curves showing the frequency of occurrence of lecithin values in 
normal persons and in patients with different types of syphilis: / B, normal; // B, 
primary syphilis; /// B, primary-secondary syphilis; /V’ B, cerebrospinal syphilis, 
and lV’ B, tertiary syphilis (asymptomatic). The vertical scale represents the per- 
centage of cases and the horizontal scale, the number of milligrams of lecithin 
per hundred cubic centimeters of whole blood. 


120 140 160 180 2vo0 220 240 260 


Chart 4.—Correlation between total cholesterol in the whole blood and total 
cholesterol in the spinal fluid of patients suffering from cerebrospinal syphilis. 
The vertical scale represents the milligrams of cholesterol per hundred cubic centi- 
meters of spinal fluid and the horizontal scale, the milligrams of cholesterol per 
hundred cubic centimeters of whole blood. The vertical lines L and H separate 
values falling below and above the normal range respectively. (From data in 
table 3.) 


6. Rosen, I., and Krasnow, F.: Lecithin Studies in Syphilis, Arch. Dermat. 
& Syph. 20:171 (Aug.) 1929. 
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Taste 6.—Data for Chart 1; Total Cholesterol Values for Normal Subjects and 
Patients Suffering from Varying Degrees of Syphilitic Infection 


Primary Primary-Secon- Cerebrospinal Tertiary 


Normal Syphilis dary Syphilis Syphilis Syphilis 


Mg. Now % Mg. No. lo Mg. No. % Me. No. ) Mg. No. %&% 
130-139 5 130-1389 130-139 140-1493 130-139 10 
140-149 


150-159 


140-149 140-149 140-149: 150-159 3 
150-159 150-159 150-159 "160-169 
160-169 


160-169 160-169 160-169 170-179 


170-179 170-179 170-179 180-189 £ 170-179 


180-189 
190-199 
200-209 


180-189 § 180-189 190-199 
190 190-199 200-209 
200-209 210-219 

220-299 


210- 


230-239 


TasLe 7.—Data for Chart 2; Free Cholesterol Values for Normal Subjects and 
Patients Suffering from Varying Degrees of Syphilitic Infection 


IA ITA IIA IVA VA 


Primary Primary-Secon- Cerebrospinal Tertiary 
Syphilis dary Syphilis Syphilis Syphilis 
Mg. No. Mg. Mg. No. Mg. No. 

45-49 2 25 5- 45-49 


Normal 


50-54 50-54 
55-59 55-59 


60-64 


65-69 


TasLe 8.—Data for Chart 3; Lecithin Values for Normal Subjects and Patients 
Suffering from Varying Degrees of Syphilitic Infection 


IB IIB 111 B IVB VB 


Primary Primary-Secon- Cerebrospinal Tertiary 

Normal Syphilis dary Syphilis Syphilis Syphilis 


Mg. No. Y Mg. No. % Mg. No. % Mg. No. % Me. No. 0 
200-209 


210-219 160-219 1 j 190-199 220-229 1 
220-220 220-229 200-209 230-239 


220-229 


1 
210-219 0 
230-239 930-239 210-219 240-249 ) 


| 

} 


240-249 6 240-249 } 220-2299 3 250-259 7 230-239 

20-250 5) 20-250 230-239 260-269 240-249 1 

30 
260-260 260-269 0 } 240-249 270-279 250-250 4 


270-279 270-279 «14 250-259 2 280-289 260-269 1 | 
20 
6 260-279 270-279 
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sarlier investigation. In general, the lecithin content of the blood in 
primary, cerebrospinal and tertiary syphilis tends toward a normal value 
with some of the cases of cerebrospinal syphilis showing high values. 

As already mentioned, an attempt was made to obtain the total 
cholesterol content of spinal fluid in order to ascertain any relationships 
to blood cholesterol. Thus far, we have obtained no analyses on normal 
persons and some on persons with primary-secondary syphilis and 
tertiary syphilis, but too few to make use of here. However, 52 deter- 
minations were made on 20 patients with cerebrospinal syphilis. Cho- 
lesterol was found in determinable amounts in all fluids analyzed. No 
proportionality is apparent from a study of chart 4. Table 5, however, 
seems to indicate that high total cholesterol of the blood is accom- 
panied by high total cholesterol of the spinal fluid. Thus, compare 37 
per cent of the cases showing a spinal fluid cholesterol above i mg. 


per hundred cubic centimeters when the blood cholesterol is above the 


normal range with 16 per cent when the blood cholesterol is below the 
normal range. A similar ratio obtains for cases with a spinal fluid 
cholesterol above 1.1 mg. per hundred cubic centimeters. 


ABSTRACT OF DISCUSSION 

Dr. Eart D. Osporne, Buffalo: One thought has occurred to me for a long 
time in regard to the mobilization of cholesterol and lecithin, and that is what 
role this may play in fever therapy. I think it would be instructive if Dr. Rosen, 
with his splendid facilities, would work out all the findings in those receiving 
fever therapy. I think the degree of benefit might well parallel the ratio of 
cholesterol and lecithin in the blood stream. It might also fit in well with the 
fact that the same results are not obtained in primary and in secondary syphilis 
that are obtained in neurosyphilis from this therapy. 

Dr. Uno J. Wire, Ann Arbor: I should like to ask whether Dr. Rosen will 
furnish some data, if he has them, on the total lipid value and the cholesterol 
disturbance in other systemic diseases. It would be interesting to know whether 
the findings he has are in any way specific for syphilis, particularly in diseases 
in which there may be involvement of a sort in the nervous system. The evidence 
is fast accumulating to show that the metabolism of the lipids in the blood is under 
definite nervous control in the small area near the tuber cinereum. The values here 
have not been greatly disturbed, but there has been a rearrangement of fat and 
lipids in the blood which may well be the result, not of syphilis per se, but of the 
effect of syphilis on this nervous control. Therefore, I wish to know whether 
Dr. Rosen has determined what the value of this would be in tuberculosis, typhoid 
fever or any other disease in which there is more or less an analogous systemic 
involvement. 

Dr. Isaport Rosen: Dr. Osborne has asked whether we made studies 
on patients treated with fever therapy. We have not as yet carried out any 
systematic plan of investigation in this group of patients. 


i 
> : a 

‘ 


ROSEN ET AL—CHOLESTEROL IN SYPHILIS 391 

Dr. Wile’s question may be well answered by a paper to be published from 
the medical service of Dr. Mosenthal of the New York Post-Graduate Hospital, 
in which it will be shown that in uremia there are a definite low cholesterol content 


in the blood and a gradual rise in cholesterol as the elimination of this toxin 
takes place under treatment. 


In certain skin diseases such as acne conglobata, acne associated with sebaceous 
eysts and von Recklinghausen’s disease we found a marked variation in the lipids. 
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CUTIS VERTICIS GYRATA 


REPORT OF A _ CASE 


ERNEST M.D. 


K. STRATTON, 
SAN FRANCISCO 


Since Unna,' in 1907, introduced the name of cutis verticis gyrata to 
indicate that peculiar fold and furrow formation seen in certain scalps, 
there have been one hundred and fifty-eight cases of the condition 
reported by eighty-seven authors. Jadassohn,’ a year earlier, presented 
a case at the Ninth Congress of Dermatologists in Bern, and he is 
credited with being the first to bring this disease to the attention of 
dermatologists. | Neuropsychiatrists, however, were acquainted with 
the condition at an earlier date. In 1893, McDowall,’ for instance, 
described, with illustrations, a case in an epileptic microcephalic idiot, 
and Cowan‘ in the same year recorded two similarly abnormal scalps 
in idiots. 

A perusal of the earlier case reports discloses a great diversity of 
opinion regarding the etiology of this disease. Those authors who 
believe it to be due wholly or in part to inflammatory changes include 
von Veress,® Audry,® Pospelow,’ Vignolo-Lutati,* Hudelo and Richon * 
and K. Gron.’® To review their case histories briefly: Von Veress 
reported several cases in which the histories showed eczema, impetigo 
or psoriasis to have existed prior to the development of the disease ; 
Audry stated that, according to the history in his case, there had been 
furuncles in the scalp for three years prior to the inception of the con- 
dition; Pospelow reported the case of a patient who had had eczema; 
Vignolo-Lutati made a histologic study of his case, the results of which 
favored his opinion of an inflammatory origin; Hudelo and Richon’s 
case was one of chronic folliculitis and perifolliculitis present since 


Read before the Section on Dermatology and Syphilology at the Eighty-Third 
Annual Session of the American Medical Association, New Orleans, May 13, 1932 

1. Unna: Monatsh. f. prakt. Derm. 14:227, 1907. 

2. Jadassohn, J.: Tr. Ninth Cong. German Dermatologists, Bern, 1906, p. 451. 

3. McDowall: Case of Abnormal Development of the Scalp, J. Ment. Sc. 
34:62, 1893. 

4. Cowan, J. J.: Two Cases of Abnormal Development of the Scalp, J. Ment 
Sc. 34:539, 1893. 

5. von Veress: Derm. Ztschr. 15:675, 1908. 

6. Audry: Ann. de dermat. et syph. 10:257, 1909. 

7. Pospelow: Russk. Ztschr. f. Haut. u. Ven. Krankh. 18:1, 1909. 

&. Vignolo-Lutati: Arch. f. Dermat. u. Syph. 104:421, 1910. 

9. Hudelo and Richon: Bull. Soc. fran¢g. de dermat. et syph. 30:311, 1923 
. Gron, K.: Acta dermat. venereol. 6:407 (Dec.) 1925. 
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birth, although no nevus cells were found in the histologic section, and 
Kk. Gron’s case was discovered when the head was shaved in order to 
treat an impetiginized eczema following pediculosis. In his case also 
no nevus cells were present in the histologic section. 

Three authors, Glanbersohn and Ivanoff,'! Sttihmer '* and Galant,'® 
reported cases following trauma to the scalp. 

Among the most interesting cases reported by men believing the 
condition to be due to nevi were those of Jadassohn, Unna, Malartic 
and Opin,'* Lenormant,'® Margarot,'® Hannay,'’ Rouviere,’* Gahr- 
bandt,’® Oliver,’ Silvestri and Fischer.** 

In 1927, Gronberg** thoroughly discussed the question of cutis 
verticis gyrata as related to endocrine disturbances, especially acro- 
megaly. He found ten such cases in the literature, which he reviewed 
in chronological order. 

Wise,** Stihmer, von Veress and Pospelow have reported cases 
associated with constitutional diseases such as syphilis. Though the 
cutis verticis gyrata in their cases was not actually proved to be due 
to syphilitic infiltration, a generalized syphilitic infection was present 
at the time the patients were first observed. 

Pelagatti *° reported a case associated with leukemia, and Truffi,”® 
one with pemphigus, in which the bullae over the scalp became pustular 
before the development of cutis verticis gyrata. 


From the anthropologic and comparative anatomic point of view, 


cutis verticis gyrata, in some cases at least, must be regarded as a rever- 


11. Glanbersohn, S. A., and Ivanoff, A. A.: Etiology, Pathogenesis and His- 
tology of Cutis Verticis Gyrata, Dermat. Wchnschr. 88:198 (Feb. 9) 1929. 

12. Sttthmer: Dermat. Wehnschr. 11:249, 1922. 

13. Galant, S.: Cor.-Bl. f. schweiz. Aerzte 48:743 (June 1) 1918. 

14. Malartic and Opin: (a) Bull. et mém. Soc. chir. 11:804, 1014; (b) Presse 
méd, 22:567, 1914. 

15. Lenormant: Ann. de dermat. et syph. 6:225, 1920. 

16. Margarot: Presse méd. 31:1056, 1923. 

17. Hannay, M. G.: Brit. J. Dermat. 35:451, 1923. 

18. Rouviere: Ann. de dermat. et syph. 11:494, 1911. 

. Gahrbandt: Arch. f. klin. Chir. 146:644, 1927. 
20. Oliver: Arch. Dermat. & Syph. 6:6 (July) 1922. 
. Silvestri: Gior. ital. di mal. ven. 10:189, 1909. 
. Fischer, H.: Zur Frage der Faltenbildung der Kopfhaut, inbesondere der 
Cutis verticis gyrata, Arch. f. dermat. u. Syph. 141:251, 1922. 

23. Gronberg, A.: Acta med. Scandinay. 67:24, 1927. 

24. Wise and Levin: Interstate M. J. 25:380, 1918. 

25. Pelagatti: Cutis Verticis Gyrata in a Patient with a Leukemic Variety of 
Chronic Lymphatic Leukemia, Gior. di clin. med. 5:161, 1924; abstr., Presse méd. 
(supp.) 32:97, 1924. 

26. Truffi, G.: Cutis Verticis Gyrata in Foliaceous Pemphigus, Arch. ital. di 
dermat. sif. 6:142, 1930. 
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sion to a period when the muscles of the scalp could raise it at will. 
In Cowan’s second case, for instance, the two median furrows were 
made to deepen on two occasions when the scalp was tickled over the 
back of the neck. Fischer also thinks that the anomaly is developmental, 
and is comparable to the condition present in the head of many mam- 


VERTICIS GYRATA 


CUTIS 


PSEUDO 


NEVL IN THE FORM OF CUTIS VERTICIS 
GYRATA 


Lenormant's 
case 


Silvestri’s 
case 


Cutis Verticis Gyrata Latens (Merenlender) Fischer's case 


CUTIS VERTICIS GYRATA 
WITH SYSTEMIC DISEA 


ALIBERT’S DEKMATOLYSIS 


Sainz de Aja’s case Truffi's case Author's case Pelagatti's 
case 


AN ACUTE INFLAMMATORY CONDITION OF 
THE 8c — IN THE FORM OF CUTIS 


TRUE CUTIS VERTICIS GYRATA ERTICIS GYRATA 


© 
McDowall’s Cowan's case Cowan's case Author's case 
case 
cCUTIS IS GYRATA IATED SECTIONS OF NORMAL HUMAN SCALPS 


ITH ACROMEGALY 
| 


Prof. Orze- Naumann’'s Gronberg's Sections cut 60 microns show the fibrous connecting 
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mals, such as lions, tigers, pumas and bulldogs. He believes that this 
type constitutes the only true cutis verticis gyrata. He does state, how- 
ever, that many local conditions of the scalp, such as inflammations, 
hypertrophies of the connective tissues and tumors (fibromas, neuro- 
fibromas and nevi), as well as infiltrations involving the scalp in general 


diseases such as myxedema, leukemia and syphilis, may take the form 


of cutis verticis gyrata. 
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His classification seems to be the most satisfactory; since it is 
readily compatible with these numerous totally different causes assigned 
to the disease and leads the way to a more logical explanation of the 
phenomenon. This is well borne out by Merenlender’s ** findings. 
In his review of the histologic reports of twenty-two cases, he stated 
that he found five cases that were normal, seven that showed inflam- 
matory changes, four that showed a thickening caused exclusively by 
changes in the connective tissue without inflammatory changes and seven 
in which the cause was a nevus. 


In the case report that follows it will be noted that the condition of 
the patient’s scalp was due to an acute inflammatory process. In 
referring to the literature for cases attributed to infections, | was sur- 
prised to find no observations similar to mine. Most of the cases 


reported are based only on a history of some local inflammatory dis- 
ease that was present before the development of the cutis verticis gyrata. 
In others, the inflammatory etiology was decided by a microscopic 
study of the tissue. But in none of these cases were the folds promi- 
nent. In fact, in many instances they could scarcely be noted unless 
the scalp was palpated or the hair clipped close. The patient in the 
case reported at this time presents similar findings. They represent, 
however, the end process; therefore the interesting and most unusual 
behavior of the scalp as observed during the entire course seems worth 
recording. 
REPORT OF CASE 


J. H., a white boy, aged 11 years, first consulted me on September 10, 1930. 
He was suffering from an acute arsenical dermatitis caused by the application of 
a sulpharsphenamine mixture to his gums as a treatment for Vincent’s angina. 

In the beginning the dermatitis was not severe. With sodium thiosulphate 
administered orally and intravenously and soothing local therapy, the skin improved 
rapidly. The exfoliation progressed in an orderly manner, with no complications 
other than an occasional small furuncle. 

On October 24, the picture changed abruptly; new areas of acute dermatitis 
appeared, the skin and scalp began to ooze, and there was a_ generalized 
glandular enlargement. The temperature and pulse began to climb and became 
septic in type, reaching 103.8 F., with a pulse rate of 140 by November 9. It was 
then discovered that the dentist who had been treating the patient’s gums with 
Berwick’s dye since discontinuing the sulpharsphenamine therapy, had been 
radically increasing his manipulations. In view of this, the disturbance must have 
acted in as deleterious a manner as does the disturbance of other types of focal 
infections during the course of an exfoliating dermatitis. 

The radical treatment of the gums was discontinued, therefore, and blood cul- 
tures were taken. The second report on November 18 was _ positive for 
streptococci. 

From this point on, the progress, convalescence and ultimate recovery of the 
patient were not remarkable, except as they had to do with the peculiar behavior 


27. Merenlender, J.: Arch. f. Dermat. u. Syph. 149:564, 1925. 
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of the scalp. Therefore I shall chronicle only that part of the history and treat- 
ment that has a bearing on the scalp. 

When first seen, the scalp was covered with a normal growth of thick, coarse 
black hair and I noticed no undue laxity in its relation to the skull. The patient’s 
history was negative as to previous disease of the scalp, and there was no family 
history of either disease or abnormality of the scalp. 

Seginning on October 24, the scalp became progressively worse; the crusts 
became thicker and more adherent, and it was necessary to clip the hair in order 
to carry out satisfactorily the local therapy that we thought was indicated. 

On November 18, after the blood culture was reported positive for streptococci, 
the culture was sent to a bacteriophage research laboratory for the purpose of 
obtaining a bacteriophage which would lyse this organism, but without success. 
Two cubic centimeters of a stock polystreptococcus bacteriophage was then injected 
intravenously. Fifteen minutes after the injection, the patient had a severe chill, 
which lasted forty-five minutes and was accompanied by diarrhea, vomiting and 
other disturbances, and an elevation in temperature to 106.2 F. The highest tem- 
perature for the next day was only 100 F. This was a decided improvement com- 
pared with the temperature of 103 F. which the patient had had for several days 
prior to the injection. He seemed improved in other ways: The glands were 
smaller; the appearance of the scalp was slightly better, and he felt better 
generally. 

This improvement lasted only thirty-six hours, but the second injection was 
delayed ten days because of the severe reaction to the first. In the meantime, I 
injected some of the phage intramuscularly, without reaction and without benefit. 

On November 30, the second injection was given intravenously; the dose was 
decreased from 2 cc. to 0.5 cc. The patient had practically no reaction except 
slight nausea; nevertheless, the skin, scalp and temperature improved. The third 
injection was increased to 0.75 cc. and given two days later. A severe reaction 
again resulted, and the patient’s temperature increased to 104.5 F. In spite of 
the improvement that followed each of these injections, the reactions immediately 
following were so serious as to cause grave concern, and it was deemed unwise to 
continue this treatment. 

In the meantime, the scalp had become progressively worse. Folliculitis and 
perifolliculitis had developed, and by December 20, the picture was that of a scalp 
about four times its normal thickness, with multiple longitudinal folds and furrows 
running anteroposteriorly and resembling in appearance the disease known as cutis 
verticis gyrata. The scalp was freely movable over the cranium, and the folds and 
furrows could not be increased or decreased by manipulations such as lateral 
pressure or traction. The folds, consisting of one solid mass of these discrete 
follicular and perifollicular infections, were practically bald. What little hair 
remained was in the furrows, where the pathologic changes were less marked. The 
whole scalp was of a doughy consistency and emitted an offensive discharge. 

In the course of treatment, various local applications were tried without 
benefit. The condition of the scalp appeared better on application of hygroscopic 
wet dressings than when any other measure was tried, and these dressings were 
continued thereafter throughout the course of treatments. 

On December 18, treatments with air-cooled Alpine rays were commenced, but 
no benefit was observed; after a thorough trial they were discontinued. 

A specific bacteriophage for Staphylococcus aureus obtained by culture from 
the follicular pustules in the scalp was given subcutaneously every other day from 
Dec. 5 to Feb. 8, 1931. In all thirty injections were given, with an eleven day 
interval between the sixteenth and the seventeenth injection. No reactions occurred 
and no benefit was obtained. 
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The patient was not making progress, and we decided to give him a rest from 
the injections. On January 14 a blood transfusion was given, with no benefit and 
no reaction. 

On January 16, it was believed that the patient’s elevation of temperature was 
no longer due to an infection of the blood stream, since concomitant symptoms 
usually found after a septicemia of such long duration were not present. On the 
supposition that the infection of the scalp might be the cause of the entire dis- 
turbance, I decided to treat it more radically. The third blood culture made about 
this time showed no growth. 

On January 17 therapy was begun with one-fifth unit of unfiltered roentgen 
ray. Four such treatments were given four or five days apart. They made the 
condition definitely worse, and on February 3 the scalp became extremely tender 
and swollen. Areas of fluctuation were felt on both occipitoparietal regions; these 
were aspirated and a bloody return was obtained in each instance, as if a blood 
vessel had been punctured. Smears of both specimens were negative, but both 
showed Staphylococcus aureus on culture. The patient’s temperature rose to 
104.4 F., and the same follicular type of infection began to creep down onto the 
forehead and face; the skin in these areas, however, was not arranged in folds and 
furrows as on the scalp. 

It was decided to return to the intravenous injections of the stock polystrepto- 
coccus bacteriophage which had caused such violent general reactions, but which 
were followed, nevertheless, by improvement in the patient’s condition. Therefore, 
on February 9, 12 and 17 injections of 0.2 cc. were given intravenously. They 
were followed by reactions similar to those following the previous injections and 
improvement. 

These injections exhausted the original stock of polystreptococcus bacteriophage, 
and the bacteriophage for the next injection, on February 22, was taken from a 
fresh lot. The dosage was 0.2 cc, and it produced no result. For the seven 
successive injections, the time intervals between injections were reduced and the 
dosage was increased until 2 cc. was again given. None of these injections caused 
the slightest reaction, nor was there any improvement in the scalp. It was then 
deduced that the improvement that had followed the intravenous injections of the 
first lot had been due to the foreign protein content rather than to the bacterio- 
phage, and so a more constant protein was selected. 

On March 10, the patient was given intravenous injections with 5,000,000 
typhoid bacilli. An hour later he had a severe chill, and his temperature climbed 
to 105.6 F. Marked improvement followed, and during the next three months the 
patient received eight injections of typhoid bacilli intravenously until all evidence 
of infection of the scalp had cleared up. 

The improvement in the patient’s general condition paralleled the improvement 
in the scalp; the temperature fell; the pulse rate became slower, and the skin 
cleared. He was finally discharged on June 22, 1931. 

At that time practically all of the hair had returned; a few small areas were 
entirely bald because of the dense scar tissue, which had completely obliterated the 
follicles. Several folds and furrows still remain. Though readily palpated, they 
are not prominent, and neither they nor the bald spots are noticeable now that the 
patient’s hair is long. 

Twenty complete blood counts were made during his stay in the hospital and, 
with the exception of an abnormal leukocyte count, which varied from a low of 
5,800 in October, 1930, to a high of 22,300 in February, 1931, and a more or less 
constant eosinophilia, i. e., from 2 to 30 per cent, they were not remarkable. All 
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of the numerous urinalyses done, including those of concentrated specimens, were 
negative, as were the qualitative and quantitative tests for arsenic made on Noy. 


17, 1930. 


My case, according to Fischer’s classification, which I am inclined 
to favor, should be classed as “an acute inflammatory condition of the 
scalp in the form of cutis verticis gyrata,”’ rather than as a true cutis 
verticis gyrata. 


As nevi, tissue hypertrophies or infiltrations associated with cer- 
tain generalized diseases may result in the same deformity of the scalp, 
it would seem logical to look to the anatomic construction of the scalp 
for a satisfactory explanation of this phenomenon. The subcutaneous 
fascia, which is loosely attached to the pericranium, is firmly connected 
with the scalp by means of strong fibrous bands which extend perpen- 
dicularly and diagonally through the fat tissue into the corium. Infil- 
trating cells, such as leukocytes and nevus cells, would have a tendency 
first to invade and displace the fatty tissue rather than to involve these 
fibrous bands. Consequently, the development and prominence of gyri 
in such cases would be in direct relation to the intensity of the infiltra- 
tion. Those cases due to tissue hypertrophies might be explained on 
the basis of the inherent tendency of certain types of tissues to grow 
faster than others. The tissue of the epidermis and corium, for 
instance, might expand to a greater degree under certain conditions 
than would the dense fibrous connecting bands, thereby causing the 
scalp to lie in folds. 


Two other conditions that are sometimes referred to in the literature 
as being related to cutis verticis gyrata must be briefly discussed. One 
of them, Alibert’s dermatolysis, has been compared with cutis verticis 
gyrata by E. A. Sainz de Aja,?* who believes that cutis verticis gyrata 
represents the abortive type and dermatolysis the condition in its greatest 
development. His patient presented a unilateral looseness of skin in 
the form of an enormous unilocular bag of skin, apparently normal, 
which fell forward and downward, covering the eye in such a manner 
that the skin overlapped itself, giving the appearance of cerebral con- 
volutions. In the other condition, cutis verticis gyrata latens, the entire 
scalp is actually too large for the skull. 

In the first condition, the folds could readily be smoothed out by 
traction, and in the second, folds and furrows could be formed by 
pressing the sides of the scalp together, but the furrows so formed 
were not permanent as in true cutis verticis gyrata, and when the scalp 


28. Sainz de Aja, E. A., and Bravo, J.: Unna-Jadassohn Cutis Verticis 
Gyrata Compared with Alibert’s Dermatolysis; Report of a Case, Arch. Dermat. 
& Syph. 8:797 (Dec.) 1923. 
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was pushed from a different angle, the furrows became folds, and the 
folds furrows. These conditions must therefore have an entirely differ- 
ent etiology and pathology than cutis verticis gyrata. 


SUMMARY 


A comprehensive survey of the literature on the subject of cutis 
verticis gyrata is given, in which local inflammatory diseases, nevi, 
tissue hypertrophies and infiltrations accompanying generalized dis- 
eases are regarded by the various authors as the cause of the disease. 


I favor Fischer’s classification of the disease; i.e., that the only 
true cutis verticis gyrata is due to a developmental anomaly in which 
none of the aforementioned conditions play a part. 

A case history of “fan acute inflammatory condition of the scalp in 
the form of cutis verticis gyrata” is given in detail, followed by a dis- 
cussion of the anatomic construction of the scalp, in which I believe 
may be found a basic explanation of the phenomenon. 


ABSTRACT OF DISCUSSION 


Dr. Harry R. Foerster, Milwaukee: Dr. Stratton is to be complimented on 
the excellence of his presentation and exhibit. His case report is unique in that 
it records the observation of one form of this peculiar disease from its incipiency 
to its involution. True cutis verticis gyrata, if Fischer’s classification is accepted, 
has never been recorded in this country. It is a condition in which there is a 
development of folds in the normal scalp; it appears as a congenital anomaly and 
represents a reversion to a lower form of life. Darwin had observed this condi- 
tion in primitive African and Melanesian tribes, and McDowell’s and Cowan’s cases 
in mentally defective patients are examples. With a characteristic flair for the 
picturesque, the British have called the condition “bulldog scalp.” All other types 
Fischer designates as conditions of the scalp “in the form of” cutis verticis gyrata. 
In this group there are pathologic changes in the tissues of the scalp resulting in 
hyperplasia. The cases of this type may be grouped under four headings, namely: 
(1) inflammatory changes, (2) anomalous and apparently congenital hypertrophies 
of the connective tissue, (3) tumors, such as fibromas, neurofibromas and cellular 
nevi and (4) changes in the scalp occasioned by diseases that lead to proliferation 
of the tissues, examples of which are acromegaly, myxedema and leukemia. Dr. 
Stratton’s case belongs to the first of these groups, and the original American case, 
recorded by Wise and Levin, to the second group. Dr. Alderson reported two 
cases, one of which belongs to the first or inflammatory group, and the other to 
the third or nevoid group. He has recently observed a third case, which is also 
of the postinflammatory type. The first case of the fourth group to be recorded 
in this country was observed in my clinic for syphilis and recently presented by 
my associate, Dr. Wieder, before the Chicago Dermatological Society. I should 
like to refer to it briefly. The patient was an adult Negro with cerebrospinal 
syphilis in whom the development of the condition of the scalp was coincident with 
the development of symptoms of endocrine disease. The patient presented a typical 
cutis verticis gyrata of the noninflammatory type that had not been influenced by 
antisyphilitic treatment and that had not appeared until adult life. Roentgenograms 
showed erosion and thinning of the clinoid processes and of the floor of the sella, 
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and definite enlargement of the pituitary gland. The bones of the vault of the 
skull were much thickened, and the metacarpal bones were thick and short. Thx 
patient showed other evidences of acromegaly. More than a dozen cases of the 
endocrine type of cutis verticis gyrata, most of which were in patients with 
acromegaly, have been reported in European literature, and it is possible that the 
recognition of cutis verticis gyrata of the noninflammatory type may be of prac- 
tical value in indicating the development of pituitary disease in its early stages. 

A presentation such as that of Dr. Stratton’s, aside from its scientific value, 
is of importance in that it reviews a rare cutaneous disease with which physicians 
should be conversant, for the recognition of some cases of the disorder may have 
a practical bearing on, and a relationship to, the treatment of internal diseases and 
psychiatry. 

Dr. Harry E. Atperson, San Francisco: This deformity of the scalp is 
produced by a variety of causes.. Dr. Foerster has so thoroughly covered that 
phase of the subject that there is nothing left for me to add, but I shall mention 
some of my cases briefly. 

In 1922, at the meeting of the American Dermatological Association in Wash- 
ington, D. C., I presented the posterior part of the scalp of a patient, and reported 
a case of nevoid cutis verticis gyrata in which the condition had existed since 
birth. The head was dolichocephalic in type, and the furrows extended antero- 
posteriorly. That was the second American case on record,?® the first one having 
been reported by Fred Wise. At the same time I reported the third American 
case, that of a man, aged 54, with a brachycephalic type of head, in which the con- 
volutions of the scalp ran transversely. The deformity was produced largely by 
a chronic inflammatory process. 

Recently I had a man, aged 25, who, sixteen years before presentation for treat- 
ment, was struck on the head with a piece of wood; this produced deep lacerations, 
which became infected. The infection persisted for months and finally resulted 
in the development of typical cutis verticis gyrata, with the convolutions extending 
anteroposteriorly. 

Dr. Stratton’s report is interesting; he apparently has done a great deal of 
work. I believe that his publication will stimulate others to publish their cases, 
for there probably are many more in existence than would appear from the lit- 
erature. 

Dr. Ernest K. Stratton, San Francisco: Dr. Foerster showed me a picture 
of his case this morning, and I think it is an excellent example of cutis verticis 
gyrata due to the tissue hypertrophies of acromegaly. As you all know, this condi- 
tion of the scalp is sometimes referred to as “bulldog scalp.” It is always present 
in the English bulldog, which is in all respects a perfect example of acromegaly. 

I attempted to produce cutis verticis gyrata experimentally in the scalp of a 
collie. I tried many chemical irritants, which caused a folliculitis similar to that 
observed in my case, but the scalp did not arrange itself in folds. I believe that 
this can be explained by the absence in the scalps of most dogs (four different 
types of dog scalps were sectioned) of the fibrous connecting bands (subcutaneous 
fascia to the corium) so readily demonstrated in the human scalp. Unfortunately, 
I was not able to secure the scalp of an English bulldog for microscopic study. 

Regarding Dr. Alderson’s case, I purposely omitted it from this discussion, 
because at the time his case was presented there was a difference of opinion regard- 
ing the diagnosis. Some believed that it should be classed as a naevus cerebelli- 
formis rather than as a cutis verticis gyrata. 


29. Alderson, Harry E.: Cutis Verticis Gyrata, Arch. Dermat. & Syph. 6:448 
(Oct.) 1922. 
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SODIUM DEHYDROCHOLATE IN ARSPHENAMINE 
POISONING 


A PRELIMINARY REPORT 


BERNARD APPEL, M.D. 
Assistant Physician, Department for Diseases of the Skin, Boston City Hospital 


BOSTON 


During a recent discussion with Dr. I. R. Jankelson about his work 
with sodium dehydrocholate in cholecystography,' it occurred to me that 
this drug, owing to its choleretic action, might be of value in prevention 
and treatment of damage to the liver by arsphenamine and _ other 
arsenicals. As a result, I have studied the effect of sodium dehydro- 
cholate in patients who have shown such toxic reactions. That the 


liver is the principal organ concerned in the metabolism of the arsenicals, 
is well known. Osborne and others,’ in a recently reported series of 
experiments on rabbits, have shown definitely, by means of micro- 


chemical studies, that: 


1. Arsphenamine in therapeutic doses is rapidly metabolized in the 


liver. 
2. After a lethal dose of arsphenamine, the liver contains a maximum 


amount of arsenic and is apparently the only organ of storage. 


3. One hour after a lethal dose of neoarsphenamine, all parts of the 


lobules of the liver are loaded with arsenic. 


4. Twenty-four hours after a lethal dose of iryparsamide, the liver 


begins to show degenerative changes. 

Thus, most of the damage to the liver is apparently done within the 
first few hours after the administration of the arsenical. It seems 
logical to state that symptoms related to this damage could be controlled 
if this early storage of arsenic could be prevented. If it were possible 


to produce an increase in the rate of excretion of bile and to maintain 
this for some hours following the injection of an arsenical, this would 
constitute a washing-out process during which it would be difficult for 


arsenic to become stored. 


Read at the clinic of the annual meeting of the Massachusetts Medical Society, 
held at the Boston City Hospital, June 8, 1932. 

1. Jankelson and Altman: Decholin-Sodium in Cholecystography, New 
England J. Med. 206:796 (April 14) 1932. 

2. Osborne, Putnam and Hitchcock: Effect of Arsenic on Rabbits: Micro- 
chemical Studies, Arch. Dermat. & Syph. 25:419 (March) 1932. 
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There are two types of reaction to the arsenicals that are related to 

liver metabolism: one is jaundice; the other is the gastro-intestinal 
reaction characterized principally by nausea and vomiting. The latter 
may occur either immediately after the injection, occasionally even 
before the needle is withdrawn, or may be delayed for a number of 
hours. ‘“Bhese two types of reaction are disturbing and are prominent 
causes of reluctant cessation of the use of arsenicals in cases in which 
they would otherwise be definitely indicated. 

In a study by Stokes and others,* of 3,244 patients with syphilis 
treated with arsphenamine, gastro-intestinal reactions developed in 7.49 
per cent and jaundice in 2.34 per cent. 

Perusal of the current literature disclosed work in Europe along the 
line of prevention of these reactions with sodium dehydrocholate. In 
America, the work with this drug has been done principally by gastro- 
enterologists, and here no record could be found of the use of this drug 
as a detoxifying agent for the arsenicals. A comprehensive review of 
the general aspects of sodium dehydrocholate, including the physiologic 
process involved in the metabolism of bile salts, was recently published 
by Sterner, Bartle and Lyon.* 

Dehydrocholic acid was developed in 1881 by Hammarsten*® and 
introduced for clinical use by Neubauer in 1923.° It is an oxidation 
product of cholic acid, one of the bile acids. The sodium salt is freely 
soluble in water, is weakly alkaline in reaction and has a bitter taste. 
It differs principally from cholic acid in being practically nontoxic. 
The salts of taurocholic and glycocholic acids have a degree of toxicity 
which precludes them from intravenous use. 

Administered intravenously, sodium dehydrocholate causes definite 
increase in the quantity of bile excreted. This effect is most marked 
within the first thirty minutes after injection and continues for a total 
of about ninety minutes.*. The only known contraindication to its use 
is absence of bile in the stools. 

C. Costinescu, of Bucharest,’ treated seventy-six syphilitic patients 
with large doses of arsphenamine (15 mg. per kilogram of body 
weight) by mixing the arsphenamine solution with 5 cc. of 20 per cent 
solution of sodium dehydrocholate before injection, without encounter- 
ing toxic reactions. 


3. Stokes and others: Cooperative Clinical Studies in the Treatment of 
Syphilis, Ven. Dis. Inform. 13:293 (July 20) 1932. 

4. Sterner, Bartle and Lyon: The Cholagogue Effect of the Intravenous 
Injection of Sodium-Dehydrocholate, Am. J. M. Sc. 182:822 (Dec.) 1931. 

5. Hammarsten, O.: Dehydrocholic Acid, Biochem. Ztschr. 14:71, 1881. 

6. Neubauer, E.: Dehydrocholsauere, Klin. Wehnschr. 2:1065 (June 4) 1923. 

7. Costinescu, C.: Abstract from thesis for degree of doctor of philosophy, 
not published. 
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A. Savulesco * also reported a number of cases in which the patients 
were treated with very large doses of arsphenamine mixed with a solu- 
tion of sodium dehydrocholate. He concluded, among other obser- 
vations, that sodium dehydrocholate decreases the toxicity of the 


arsphenamine. 

Hans Abelsohn® reported the cases of seven patients in whom 
jaundice developed during the course of injections with neoarsphen- 
amine, but whose treatment was successfully continued by mixing the 


subsequent injections with sodium dehydrocholate solution. He stated 
that this solution should be given in cases of jaundice whether the condi- 
tion is due to syphilitic involvement of the liver or to arsenical poisoning. 

In the five cases of jaundice and in the case of gastro-intestinal 
reaction herewith reported, the patients were treated with sodium 
dehydrocholate administered intravenously. The patients were all being 


TABLE 1 (case 1).—Icteric Indexes and Dates of Treatment 


Sodium Dehydro- 
cholate (5%), Ce. Icteric Index 


200 
5 120 


treated for syphilis in the outpatient department; they had all received 
varying amounts of neoarsphenamine intravenously. 


REPORT OF CASES 


Case 1—A white man, aged 69, married, was admitted to the hospital on 
April 1, 1932. Jaundice developed while he was being treated with neoarsphenamine. 
On admission he was given an intravenous injection of sodium thiosulphate as the 
use of sodium dehydrocholate had not been instituted at that time, and on April 8, 
intravenous injections of the latter were begun. The patient received a total of 
105 cc. in eleven injections; icteric indexes and dates of treatment are given in 
table 1. 

On May 6, the patient was discharged to the outpatient department feeling well 
but with a mild residual jaundice. One noteworthy effect of the treatment was a 
marked increase in appetite. This occurred in almost every other case of jaundice 


in which similar treatment was given. 


8. Savulesco, A.: The Treatment of Syphilis with Arsenobenzol Dissolved 
in Bile Acid Salt Solution, Soc. méd. d. hép. de Bucharest 12:220 (July) 1930. 

9. Abelsohn, Hans: Decholin als Salvarsan-Lésungsmittel bei Ikterus, 
Fortschr. d. Therap. 8:574, 1931. 
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Case 2.—A white man, aged 24, single, was admitted to the hospital on March 
31, 1932. He had previously been in the hospital from March 12 to March 24, 
1932, because of arsphenamine hepatitis. An infection of the upper respiratory tract 
had developed, which was still present; a recurrence of jaundice was also noted. 
Treatment was started with one intravenous injection of sodium thiosulphate and 
dextrose, but a week later injections of sodium dehydrocholate were begun. 

The patient was discharged to the outpatient department on May 6 feeling wel] 
and symptom-free, except for a slight residual jaundice. 


Case 3.—A white man, aged 52, married, was admitted to the hospital on 
April 2, 1932. He had been treated with neoarsphenamine, and jaundice had 
developed. He was given one intravenous injection of sodium thiosulphate at 


Taste 2 (case 2).—Ilcteric Indexes and Dates of Treatment 


Sodium Dehydro- 
cholate (5%), Ce. Ieterie Index 


TaAsBie 3 (case 3).—Icteric Indexes and Dates of Treatment 


Sodium Dehydro- 
cholate (5%), Ce. Ieterie Index 


10 


While 
in the hospital, the patient complained of vague abdominal and peripheral pains, 
which were considered to be related to the syphilitic involvement of the central 
nervous system. The Wassermann test of the spinal fluid was positive, as was 
also that of the blood. 

He was then transferred to a state institution for further antisyphilitic treat- 
ment, the jaundice having improved markedly. 


entry. Soon after this, injections of sodium dehydrocholate were started. 


Case 4.—A white man, aged 44, single, was admitted to the hospital on April 
14, 1932. He had been treated with neoarsphenamine in the outpatient department 


for syphilis. Jaundice had developed, and before admission he had received several 
intravenous injections of sodium thiosulphate. 

Although still somewhat jaundiced, the patient was discharged at his own 
request, in order that he might return to work. He felt well and was to report 
to the outpatient department for further treament. 


18 
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Case 5.—The patient was a white woman, aged 23, married, who had been 
treated for syphilis with neoarsphenamine. Jaundice had developed one week before 
She was discharged feeling well but with a residual jaundice. 


admission. 


COMMENT 


There are a number of questions which are pertinent to a discussion 


of these cases. 

1. What is the cause of the jaundice? The explanation of its 
development in a patient undergoing treatment for syphilis who at the 
outset has had no signs pointing to hepatic disturbance is, at best, 
difficult. Fully realizing all the possibilities of argument, I shall never- 


TABLE 4 (case 4).—Icteric Indexes and Dates of Treatment 


Sodium Dehydro- 
cholate (5%), Ce. leteric Index 


Taste 5 (case 5).—Icteric Indexes and Dates of Treatment 


Sodium Dehydro- 
cholate (5%), Ce. Ieteriec Index 


60 


theless arbitrarily presume that the jaundice is due to hepatic intoxi- 
cation resulting from neoarsphenamine. 

2. Did the sodium dehydrocholate facilitate recovery ? 

3. Was the rate of decrease of the icteric index more rapid than if 
no treatment had been given? Was the rate of decrease greater than 
following treatment with sodium thiosulphate or some other drug ? 

4. Did the sodium dehydrocholate have any direct action on the 
arsenic in the liver? 

An attempt will be made to answer these questions after the comple- 
tion of work with this drug, which is now being carried on. 

Another pertinent question is whether sodium dehydrocholate has 
any vitiating effect on the pharmacologic action of the arsphenamine. 
The case which follows answers this by showing that a syphilitic lesion 
of the tongue progressed favorably under treatment with a combi- 
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nation of sodium dehydrocholate and neoarsphenamine. 
a gastro-intestinal type of reaction developed. 


In this patient 


Case 6.—A white man, aged 23, married, had been treated for syphilis in the 
outpatient department. Before his admission to the hospital, the first injection of 
neoarsphenamine, 0.3 Gm., caused no reaction; after the second injection of 0.45 Gm. 
nausea and vomiting occurred, which lasted two days. He then went to a private 
physician for further treatment. After the next injection of neoarsphenamine, 
0.45 Gm., given by his doctor, vomiting, fever, slight jaundice, fainting spells and 
mild mental disturbance occurred. 

Following this upset, he was referred to the house service by his physician. On 
admission, he was slightly jaundiced and somewhat disoriented as to time and place. 
There was a punched-out, active, syphilitic lesion on the tongue and ulcerated, 
membranous lesions of the throat. 

The patient was given five injections of neoarsphenamine, the dosage being 
0.3 Gm. The first dose was mixed with 10 cc. of 20 per cent sodium dehydrocholate. 
He complained of a bitter taste and vomited immediately after the injection, but felt 
well thereafter. The subsequent four injections were mixed with 10 cc. of 5 per 
cent solution and were not accompanied by any disturbance. The tongue and throat 
cleared up almost entirely, and he was discharged eighteen days later to his pri- 
vate physician, who gave him three injections of neoarsphenamine, the dosage 
being 0.3 Gm., and each dose being mixed with 10 cc. of a 5 per cent solution of 
sodium dehydrocholate. There were no subsequent reactions. The doses of neo- 
arsphenamine were ali made up with distilled water in a strength of 0.15 Gm. to 
each 5 cc. of water. 


Not all patients with the same type of reaction as that of the patient 
whose case has just been reported have done so well. Of eight others, 
one apparently received no benefit from the treatment, and one had 
doubtful benefit. The results of more detailed work along this particu- 
lar line will be reported later. 


SUM MARY 


Sodium dehydrocholate is a choleretic drug, nontoxic in doses of 
10 ce. of a 5 per cent solution administered intravenously at intervals 
of several days. 

It has been used to combat the toxic action of arsphenamine and its 
derivatives on the liver. 

In five cases of jaundice which developed during antisyphilitic treat- 
ment with neoarsphenamine, the patients were treated with intravenous 
injections of sodium dehydrocholate. There was a prompt fall of the 
icteric index, with rapid recovery. No explanation is given at this 
time, but it is suggested that the effect may be caused by the washing 
of arsenic from the liver, owing to increased choleresis. 

In a number of cases in which nausea and vomiting followed 
intravenous injections of neoarsphenamine, the patients were treated 
by mixing the solution of the drug with a solution of sodium dehydro- 


cholate and injecting the mixture intravenously. The majority of the 


; 
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patients showed no reactions following these injections. One case is 
reported in detail. 


CONCLUSION 


By the use of sodium dehydrocholate administered intravenously, 
two types of reaction to neoarsphenamine can be combated, jaundice 
and the gastro-intestinal reactions of nausea and vomiting. This is of 
utmost value for patients requiring vigorous treatment for an active 
syphilitic infection, as the reactions would ordinarily prohibit the use 
of arsenicals. 


311 Commonwealth Avenue. 
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HYPERSENSITIVITY TO MERCUROCHROME SHOWN 
BY THE PATCH TEST 


FRANCES PASCHER, M.D. 
AND 
MABEL G. SILVERBERG, M.D. 


NEW 


YORK 


Hypersensitivity of the skin to various mercurial compounds has 
often been observed clinically and verified by contact tests... We have 
found no report of positive patch tests with mercurochrome-220 
soluble, although this antiseptic is used extensively in America. A 
few cases of dermatitis attributed to mercurochrome have been reported 
in the literature,’ but in these the diagnosis was made by clinical obser- 
vation only. We wish to report five cases of sensitivity which were 
proved by the patch test. In two of them, mercurochrome was the 
cause of dermatitis venenata, and in one it caused an exacerbation of 
a preexisting dermatitis. The other two cases were discovered in the 
course of tests with various mercurial compounds. 


REPORT 


OF CASES 


Case 1—W. H.,* a man, aged 32, had a condition diagnosed mercurochrome 
dermatitis. He was treated surgically for multiple furunculosis of both arms, and 
mercurochrome was then applied to the lesions. Twenty-four hours later, the 
patient showed an eruption on the face, neck, shoulders and arms. The dermatitis 
on the arms was vesicular, scaly and erythematous. On the face and shoulders, it 
consisted of roseola-like macules and blotches. Patch tests 4 made on the back 
showed : 
Ammoniated mercury ointment (5 per cent).......... +4-44 

Mercurochrome-220 soluble (2 per cent)................ af. 


From the Department of Dermatology and Syphilology, New York Post- 
Graduate Medical School and Hospital. 

1. Blumenthal, F.: Deutsche med. Wehnschr. 55:1720, 1929. Mienzecke: 
Zentralbl. f. Dermat. u. Syph. 19:611, 1926. Blumenthal, F., and Jaffe, K.: 
Dermat. Wchnschr. 91:1668, 1930. Kasten, B., and Laszlo, E.: Dermatitis Due 
to Sensitization to Contact Substances, Arch. Dermat. & Syph. 23:221 (Feb.) 1931. 

2. Cleveland, D. E. H.: Canad. M. A. J. 24:272, 1931. Wade, B. N.: 
Northwest Med. 23:508, 1924. Malleu, A.: Arch. de med., cir. y especialid. 30: 
36, 1929. Lambert, J. W.: Wisconsin M. J. 28:120, 1929. 


3. This case was taken from the practice of Drs. Wise and Sulzberger. 
4. These :eadings were made according to Block (The Role of Idiosyncrasy 
and Allergy in Dermatology, Arch. Dermat. & Syph. 19:175 [Feb.] 1929). 
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Case 2.—S. R.,3 a woman, aged 40, had eczematous dermatitis of the fingers 
of both hands. She was treated with soothing ointments, and the eruption was 
almost healed, when, contrary to orders, she applied mercurochrome to a scratch 
on one of her fingers. Twenty-four hours later, there was an outbreak of an acute 
vesicular dermatitis on the fingers of the hand to which the mercurochrome had 


been applied. Patch tests made on the normal skin of the arm showed: 


Ammoniated mercurial ointment (5 per cent) 
Mercurochrome-220 soluble 
Standard irritants (control) 


Case 3.—A. D., a man, aged 50, had dermatitis venenata of several weeks’ dura- 
tion, affecting the scalp, face, eyelids and ears, which had appeared following the 
use of Wildroot hair tonic. We prescribed the application of 1 per cent yellow 
mercuric oxide for the eyelids. This application was followed by a marked acute 
dermatitis of the areas which had come in contact with the ointment. Patch tests 
on the arms showed: 


Ammoniated mercurial ointment (5 per cent) 

Corrosive mercuric chloride 1: 1,000 

Yellow mercuric oxide 

Metaphen 

Mercurochrome-220 soluble 

Sulphur precipitate ointment (3 per cent) (control).... 


Case 4.—J. W., a woman, aged 21, had dermatophytosis or a dermatitis 
venenata of both hands. The eruption was treated with wet dressings of metaphen 
during several weeks. It became continually worse. Patch tests on the arms 
showed : 


Metaphen 

Ammoniated mercurial ointment (5 per cent) 

Corrosive mercuric chloride 1: 1,000 

Mercurochrome-220 soluble (2 per cent ) 
Para-phenylene-di-amine ointment (2 per cent) (control) .. 


Case 5.—N. D.,5 a woman, aged 36, a primagravida, was admitted to the 
Margaret Hague Maternity Hospital, Jersey City, on Nov. 10, 1931. On November 
11, she had a normal spontaneous delivery. During the course of the delivery, the 
patient was prepared with a solution consisting of 2 per cent mercurochrome-220 
soluble, corrosive mercuric chloride and 0.5 per cent compound solution of cresol. 

On Nov. 14, 1931, a fine vesicular rash appeared over the abdomen, thighs and 
buttocks wherever the solution had been applied. Patch tests made on the arm gave 
the following results : 

Aqueous mercurochrome-220 soluble (2 per cent)... 1: 500 +44 
: 1,000 +4 
: 5,000 
: 10,000 + 
Corrosive mercuric chloride : 250 +444 
1: 500 ++++ 
1: 1,000 +444 
1: 10,000 +4 


5. This case was taken from the practice of Dr. F. Sachs, Jersey City, N. J. 


+++ 
+++ 
+4 
++4+4+ 
Compound solution of cresol (0.5 per cent).......... ——— 
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CONCLUSION 


The use of mercurochrome caused a dermatitis in three of our 
patients, as shown by the history and the patch test. In all of the cases, 
the patch tests with mercurochrome produced a milder reaction than 
with the other mercurials. We believe that of all the mercurial prepara- 
tions mercurochrome is one of the least likely to cause a dermatitis. 


KERATOSIS BLENNORRHAGICA 


STANLEY O. CHAMBERS, M.D. 
AND 
GEORGE F. KOETTER, M.D. 


LOS ANGELES 


Since the original description of keratodermie blennorrhagique by 
Vidal,t in 1893, a comparatively small number of cases of this disease 


have been reported. 

Keim,” in his comprehensive report in 1924, cited fifty-eight cases 
of keratosis blennorrhagica. Barrett,? in 1930, added fourteen cases, 
including one of his own. The addition of this case makes a total of 
seventy-three cases reported in the literature to date. 

From a critical review of these reported cases, many controversial 
points appear to have remained unsolved. The first and most impor- 
tant point refers to the identification of the gonococcus in either the 
skin or the blood stream. Few laboratory data are offered to support 
the theory that the cutaneous lesions are the direct result of the pres- 
ence of the gonococcus in the skin, or that a dissemination of this 
organism by the blood stream occurs associated with the appearance 
of cutaneous manifestations. The difficulty of isolating the gonococcus 
is fully appreciated, yet repeated attempts at culture and direct exami- 
nation such as have been made in our case as well as in many others 
should offer some degree of success, which so far unfortunately has 
been lacking. 

Gager,* Wadsack,® Campbell,® Du Bois* and Barrett * identified a 
gram-negative diplococcus in sections taken from the cutaneous lesions 
of a patient with keratosis blennorrhagica. 


From the Los Angeles County General Hospital. 

1. Vidal: Ann. de dermat. et syph. 4:3, 1893. 

2. Keim, H. L.: Histogenesis of Keratoderma Blenorrhagicum, Arch. Dermat. 
& Syph. 9:423 (April) 1924. 

3. Barrett, C. C.: Keratoderma Blenorrhagicum, Arch. Dermat. & Syph. 22: 
627 (Oct.) 1930. 

4. Gager, E. C.: Keratoderma Blennorrhagicum, J. A. M. A. 78:941 (April 1) 
1922. 

5. Wadsack: Berl. klin. Wehnschr. 43:966, 1906. 

6. Campbell, cited by Sutton: Diseases of the Skin, St. Louis, C. V. Mosby 
Company, 1923, p. 438. 

7. Du Bois: Acta dermat.-venereol. 5:1, 1924; cited by Hansteen (Internat. 
Clin. 4:62, 1927) and Gans (Histologie der Hautkrankheiten, Berlin, Julius 
Springer, 1925, vol. 1, p. 384). 
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It is well to note that in the five aforementioned reports the cutane- 
ous manifestations in each case conformed to the original description 
by Vidal, while the following reports deal with cutaneous pictures dis- 
tinctly atypical of what is commonly accepted as true keratosis blennor- 
rhagica. In the latter reports, the lesions of the skin were described 
as urticarial or erythema multiforme-like, although gonorrheal ure- 
thritis was usually an associated condition. This is true of Scholtz’ * 
case in which the gonococcus was cultured from “connective tissue 
abscess,” and likewise in that of Roark,” who reported the observation 
of gram-negative diplococci on blood culture. Hodara '° also identified 
gonococci in blood smear. The cutaneous manifestations in his case 
were also of the urticarial type. 

Granting that the gonococcus was identified in the cutaneous lesions 
and the blood stream in cases of true keratosis blennorrhagica by four 
investigators, the percentage of the total number of the cases so inves- 
tigated in which this observation was made would still appear exceed- 
ingly low. 

Is there a direct relation between the lesions of the skin in keratosis 
blennorrhagica and in gonorrheal infection elsewhere ? 

The time relation between the focal exacerbation and the appearance 
of the cutaneous lesions is so constant that their occurrence can usually 
be predicted on the basis of associated clinical signs and symptoms. ‘The 
rise in temperature, the increased urethral discharge, the evidence of 
toxicity and the accentuation of the arthritis and conjunctivitis, if 
present, represent the commonly observed clinical associates. The veri- 
table showers of new lesions of the skin appear unavoidably related to 
this clinical course. 

A study of the histogenesis of keratosis blennorrhagica would 
appear to offer information valuable in tracing the causative agent 
through the cutaneous injury. 

Thus far the literature shows little evidence of actual examination 
of this question. The histogenesis given by Keim and supported by 
Barrett remains as the only comparative datum of value. Keim and 
Barrett advance the definition of three histologic stages: vesiculation, 
pustulation and crusting. Unlike Keim, however, we were unable at 
any time during our frequent observations of the developmental cycle 
of the cutaneous lesions to identify clinical or histopathologic vesicula- 
tion. Barrett said that the vesicles are usually microscopic and cannot 
be visualized by the naked eye. He further stated that the initial 
clinical lesion is usually a pustule or a small, dark red maculopapule. 


8. Scholtz, M.: Blennorrhagic Keratosis, Arch. f. Dermat. u. Syph. 49:1. 
1899. 


9. Roak, B. H.: Blennorrhagic Keratosis, J. A. M. A. 59:2039 (Dec. 7) 1912. 
10. Hodara: Dermat. Wehnschr. 55:397, 1912. 
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iy the aid of a lens we repeatedly identified the first cutaneous mani- 
festation in the form of a well defined pinpoint papule. This clinical 
observation conformed accurately to our histologic observations. 

The earliest pathologic change appeared in the upper corium in the 
form of a scattered lymphocytic infiltration which was strikingly evident 
about the blood vessels. This infiltration gradually increased, diffusely 
invading the corium just below the rete pegs. The rete pegs are at all 
times intact, giving evidence of an advancing degree of acanthosis only 
as the pathologic changes progress. This is likewise true of the super- 
ficial epiderm until that histologic structure suffers necrosis in an 
apparently independent fashion. A marked degree of edema of the 
epidermal cells is evident, as well as a pronounced intracellular edema. 

As the progressive stages were visualized, it was seen that the 
involvement of the epiderm appeared secondarily to that of the corium. 
Necrosis of the superficial epiderm followed the invasion of that struc- 
ture by a gradually increasing number of leukocytes wandering upward 
from the corium. This effect could be traced from the earliest invasion 
of the epiderm by a few leukocytes to the first evidence of focal 
necrosis. The focal necrosis in the epidermis progressed slowly to the 
sides as well as in a downward fashion. This change is evident clini- 
cally as one observes the pinpoint pustule with its first evidence of 
central crusting. The pustular ring gradually extends peripherally, and 
the minute central crust enlarges slowly. Unlike the secondary changes 
seen in the transition from vesicle to pustule, this pustule gradually 
increases to many times its original size, the pathologic changes slowly 
progressing at the borders of the lesion. 

The surface of the pustule remains intact both clinically and histo- 
logically. Rupture and discharge of its contents (spontaneous or 
mechanical) were never visualized clinically and histologically never 
appeared possible. In fact, there is a surprising unity to the entire 
lesion. The pathologic changes appear exceedingly minute and slow, 
the drying of the necrotic area becoming more rapid than the develop- 
ment of more necrosis. 

There was no thinning of the epidermis in our sections. On the 
contrary, a thickening of this structure was evident from the first 
observed pathologic change in the corium to the apparent peak of its 
advance. The first indication of pathologic change is acanthosis, which 
increased in degree to the peak of activity. 


Early pustulation is by no means the peak of pathologic activity, 
ior pustulation continues to increase gradually in the epiderm from a 
most minute focus until crusting (drying out of the necrotic area) has 
advanced to occupy approximately one half of the entire lesion. This 
is readily observed when one watches the advance of the process periph- 
erally as well as downward toward the rete pegs. 


> 
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Gradually pathologic activity ceases, and the peripherally advancing 
pustular ring disappears and is entirely replaced by crust which ulti- 
mately separates, leaving a smooth hyperpigmented skin. 

Berman " first described lesions of the mucous membrane and cited 
four other similar reports. Barrett recently identified lesions of the 
mucous membrane appearing on the hard palate. 

We were exceedingly fortunate in that we saw four separate show- 
ers of lesions of the mucous membrane occurring on the hard palate, 
tongue and buccal mucosa. Each shower appeared consistently timed 
with the development of cutaneous lesions and the exacerbation of other 
clinical features previously mentioned. Clinically, these lesions were 
identical with the earlier cutaneous lesions in character and course. 
Histologic study showed that the same pathologic changes were taking 
place in the mucous membrane as in the skin. 

During an exacerbation of clinical symptoms, the patient had a 
severe iritis and conjunctivitis of the left eye. Five days later, the 
retina of this eye showed marked edema. ‘The iritis and retinitis slowly 
cleared up in about four weeks, with deposits of pigment on the anterior 
capsule of the lens. Vision decreased in the left eye from 20/20 
before the attack to 20/70 when the iritis had disappeared. 


REPORT 


OF 


A CASE 


History —F. A., a man, aged 26, was admitted to the Los Angeles County 
General Hospital in February, 1930, complaining of a urethral discharge, bilateral 
conjunctivitis and painful arthritis of the left knee and ankle. He recorded in his 
history the occurrence of an acute attack of gonorrhea two years previously, which 
was followed by local treatment twenty-four hours after the onset. Two months 
before admission to the hospital the urethral discharge recurred. The first evidence 
of arthritic pains occurred three weeks prior to admission. The arthritis was 
limited to the left knee and ankle and was characterized by exacerbations and 
remissions. No lesions of the skin were present at this time or at the time of 
admission. 

Examination.—Examination of the patient at the time of admission revealed a 
poorly nourished young man. Both eyes were closed, and the left leg was flexed 
upward ina sharp angle. The eyelids were slightly edematous, and on examination 
the conjunctivae and sclerae were markedly injected. Photophobia and excess 
lacrimation were pronounced. The left knee was swollen, as was the left ankle. 
3oth joints evidenced local heat with slight redness; they were exceedingly tender 
to the touch and exquisitely painful on movement. A slight discharge of purulent 
material was evident from the external urethra. Otherwise, physical examination 
gave negative results. 

The patient was referred to the urologic department, where the identification of 
gram-negative diplococci was again made from smears of urethral discharge. A 
diagnosis of gonorrheal urethritis and arthritis was made. 

The temperature was 99 F.; the pulse rate, 90, and the respiratory rate, 17. 


11. Berman: Dermat. Ztschr. 51:420, 1928. 
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Roentgenograms of the affected joints showed no pathologic changes, not 
excluding the early stages of an infectious arthritis. 

Ophthalmologic examination revealed a bilateral nonspecific conjunctivitis. 
Smears taken from the conjunctival surface of both eyes on ten occasions were 
negative for gram-negative diplococci. 


Fig. 1—Photograph showing lesions in all stages of development. 


From three to four days following admission, attention was called to “callosi- 
ties” on the soles. On the appearance of these lesions the first dermatologic obser- 
vation of the patient was made. 

Cutaneous Lesions: Dermatologic examination revealed three well defined 
keratotic tumescences located on each sole just below the level of the metatarsal 
joints. The lesions were elevated about 0.5 cm.; they were hard and approximately 
1 cm. in diameter at their bases. On the dorsal surfaces of both feet about 2 cm. 
from the proximal phalanges were from six to ten discrete dully erythematous 
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Fig. 2—Lesions on dorsum of hand. 


‘ig. 3—Photograph showing degree of involvement of the sole. 
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pinhead-sized papules which were slightly shoddy to palpation. The cutaneous 


surface was otherwise clear. 

Clinical Course: The earliest cutaneous lesion to appear is a minute dull red 
papule with an intact cutaneous surface. It is closely followed by pustulation at its 
center. The entire lesion rapidly enlarges peripherally and becomes more elevated. 
The pustular tip spreads to cover three fourths of the surface of the lesions. Shortly 
afterward, a slight depression is noticed in the center of the pustule, which on close 
examination is found to be a pinpoint crust. This crust gradually enlarges, finally 
reversing the proportion of crust to pus until finally the crust covers the entire lesion. 
It is during this stage that the picture of umbilication is seen in which the depressed 
dark crust is in vivid contrast to the gray, white or pustular rim. The effect is 
that of a perfect ring of pus surrounding a centrally depressed crust. The change 


Fig. 4—Photograph showing the early pustular-topped lesions. 


from papule to pustule is exceedingly rapid, although that from pustule to crust is 
much slower. Within twenty-four hours pustulation appears in the papule, while 
the variable period of from three days to a week is required for the pustule to 
become fully encrusted. The rapidity of development and the duration of a single 
stage are dependent on the original size of the lesion. Each lesion advances through 
a typical cycle; papule, pustule, central crust (umbilication), enlarged crust, com- 
plete crust and pigmentary residue. The umbilication of the pustule is merely the 
central crust surrounded by a zone of pus. This is clearly shown microscopically. 
Complete crusting is evidence that the active pathologic change (peripheral exten- 
sion of the epidermal necrosis) has ceased. The smallest fully encrusted single 
lesion measured approximately 0.12 cm. in diameter while the largest was 2 cm. 
Coalescence produces the “relief map” patches so commonly seen and described. 
New lesions appear from time to time during an attack; hence, as shown in 
figure 1, all stages of development are seen. The cessation in the development of 
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new lesions follows the drop in temperature by about six hours, although occasion! 
single new lesions were observed developing after that time. The relation of the 
rise and fall in temperature to the appearance and disappearance of new lesions 
was quite constant and occurred in all of the five attacks observed. 

The cutaneous features of an attack are ushered in by a sudden shower of these 
elementary papules, usually in groups, discrete at first, but later coalescing to form 
large or small gyrate configurations. 

The lesions in all stages appear indolent, never assuming the bright red of an 
acute inflammatory reaction. During the stage of advanced pustulation a faint dull 


Fig. 5.—The necrotic island is heavily encrusted, diminishing in depth in the 
center but increasing peripherally. 


red halo is seen about the gray ring of pus. This halo persists, diminishing in 
degree, until crusting is complete. The crusts are adherent and remain undisturbed 
for weeks; their mechanical removal bares a base varying from a moist, sticky 
surface to a totally dry one, depending on the stage of development. The base of 
the late, partially crusted pustule reveals a tenacious pustular material, marked 
about the crust border and diminishing toward the center. This merely identifies 
the pustular ring noted in the stage of umbilication, which, in turn, denotes the 
stage of pathologic activity. The last encrusted lesion reveals a base which is 
totally dry, evidencing varying degrees of pigmentation. 

Relation of Clinical Signs and Symptoms to Cutaneous Attacks: The rise in 
temperature, the increase in urethral discharge, the apparent toxemia, the aggrava- 
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tion of the arthritis and the occurrence of conjunctivitis either preceded the cuta- 
neous attack or occurred with it in a consistent time relation. 


The rise in temperature to 102 and 103 F. preceded the cutaneous attack by 


approximately eight hours. It remained high during the peak of the attack, and 


vradually subsided as new lesions became fewer and fewer. The urethral discharge 
increased in varying degrees twenty-four hours before each attack, subsiding just 
prior to the appearance of the lesions of the skin. Accentuation of arthritic pains 
and tenderness of the joints occurred simultaneously with the cutaneous manifesta- 
tions, new joints being involved with each new attack. Conjunctivitis involving 


Fig. 6.—This photomicrograph illustrates the histopathologic analogy of clinical 
umbilication. A pustular ring surrounds the central crust. 


the right eye on one occasion and the left on three occasions appeared simultane- 
ously with the cutaneous lesions. 

Lesions of the Mucous Membrane: Examination of the oral cavity at the peak 
of the first cutaneous attack revealed scattered gray, flat papules distributed over 
the hard palate, the sides of the tongue and the buccal mucous membranes. About 
twelve such papules were found on the palate, two or three on each side of the 
tongue and approximately ten on each side of the buccal mucous membrane. They 
measured from 1 mm. to 0.5 cm. in diameter. Coalescence was the rule. They were 
slightly elevated, and in no instance was ulceration noted. At the onset of the 
second cutaneous attack a similar shower of minute, dull red papules appeared on 
the hard palate. Within twenty-four hours their centers were slightly depressed. 
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This was followed by a slight puffiness at the borders of the depression. This 
elevated border appeared grayish white. 

The lesions gradually flattened out; their surfaces became eroded and the lesions 
disappeared in forty-eight hours, leaving dull red spots at their original sites, 
These discolorations persisted for days. Two of the earliest lesions were removed 
for sectioning. 

The third and fourth cutaneous attacks were likewise characterized by lesions 
of the mucous membrane. The patient complained of a slight roughness on passing 
his tongue over the affected areas and of a mild burning sensation caused by acid 
foods. Drugs capable of producing lesions of the mouth of any kind were not 
administered. 

Laboratory Observations —The Wassermann and Kahn reactions of the blood 
were found to be negative on five occasions. Examination of the spinal fluid like- 
Wise gave entirely negative results. The complement-fixation test for gonorrhea 
was strongly positive. The amount of sugar and urea in the blood was within 
normal limits. A blood count showed 3,600,000 red cells, 11,000 white cells and 
60 per cent hemoglobin. The differential count was normal, as was the platelet 
count. Urinalysis revealed shreds and white blood cells. 

Efforts to identify the gonococcus from cultures and smears of the blood gave 
negative results, although repeated samples were taken before, during and following 
the attacks. Aspirated material from lesions in all stages of development failed 
to evidence the gonococcus when cultured in a variety of culture mediums. Biospsies 
were performed on numerous lesions in the early and late stages of development; 
the specimens were emulsified and placed in culture mediums, with similar results. 

Scrapings of affected tissue were taken from various locations for direct micro- 
scopic examination, and cultural studies for fungi were made. Ti results were 
negative. 

The development of new lesions by auto-inoculation was likewise unsuccessful, 
although repeated attempts were made during all stages of an attack. 

The selection of material for biopsy was made with care, our desire being to 
obtain in sequence lesions representative of each developmental stage as viewed 
clinically. The stages included the minute pinpoint papule, the transition from 
papule to pustule, the pustule before crusting and in the state of early crusting, the 
late, completely crusted lesion and, lastly, the pigmentary residue representative of 
the healed lesion. 

A total of thirty pieces of tissue were removed for sectioning. Fixation in 
alcohol and formaldehyde was used. Hematoxylin and eosin as weil as other special 
stains were employed. 


MULTIPLE FIBROMAS: RECKLINGHAUSEN’S 
DISEASE 


JAMES T. WAYSON, M.D. 


HONOLULU, HAWAII 


REPORT OF A’ CASE 
A Chinese woman, well over 50, come to Honolulu more than thirty years 
before the present writing. At that time her skin was without a blemish, though 
there may have been pigmented areas, which she did not recall. A few small 


Fig. 1.—Photograph of patient with multiple fibromas, showing the involvement 
of the upper part of the body. 


tumors appeared shortly after her arrival in Honolulu; they gradually increased 
in size and number until the eruption reached the extent shown in the illustrations. 
She had thousands of tumors; there were hundreds on the scalp and face, and 
even on the lips there were a few flattened submucous tumors, although | failed 


to find any on the tongue. There were many lesions on the palms and soles, which 
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Fig. 2.—Dorsal view of patient, showing lesions. 


Fig. 3.—Photograph of patient, showing lesions on the lower part of the body. 
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were flattened from pressure, and there were also many between the toes and 
between the fingers. 

A daughter had a few well scattered tumors of long duration. She failed to 
recall when they first appeared. Two sons also had a number of lesions of the 
body. Another daughter, who was free from lesions, had a well marked goiter. 
\ grandchild, born to the daughter with the fibromas, over 9 months old, was 
well nourished but unable to raise its head. Both fontanels were quite large, but 


they were slowly closing. 


In none of these cases have I observed any changes in the bones. 
In two Filipino women with this disease, whom I saw several years ago, 
there was decided scoliosis. My first case of this condition, seen many 
years ago, was that of a Hawaiian, about 18 vears of age, who had many 
tumors scattered over the body. In all of the cases there were 


many pigmented areas. 
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The term “pseudoxanthoma elasticum” is a misnomer. It is used 
to designate a rare disease of the skin, characterized clinically by the 
appearance of linear or punctate, faint egg-vellow or light orange dis- 
colorations, associated with a loss of elasticity, of the skin of the neck, 
axillary spaces, cubital fossae, popliteal spaces and inguinal areas and 
sometimes of the chest, abdomen and buccal mucosae (?). The disease 
under this name has been known to dermatologists since 1896, when 
Darier ' coined the term to describe a condition of the skin found in a 
case that had previously been studied by Chauffard and others. His 
pathologic studies in this case led him to employ the term “elastorrhexis 
of the skin,” a phrase which in the light of subsequent studies we 
believe to be far more descriptive of the disease. 

At the time this paper is written about thirty-five cases of pseudo- 
xanthoma elasticum of the skin have been reported or mentioned, which 
conform, either in whole or in part, to the original description of Darier. 
There are no fundamental differences in the clinical characteristics of 
the condition wherever it is found. The disease is described as occur- 
ring in the skin, covering areas in which more or less movement occurs, 
i. e., the neck, under the arms and in the folds of the elbows and knees. 
In most of the cases the patients noticed the condition early in life, but 
since no subjective symptoms were present they accounted the disease 
negligible. The eruption appears as a linear, reticulated or punctate, faintly 
discernible, light yellow or orange discoloration. In some instances it 1s 
described as plaquelike and even papular in appearance. The surround- 
ing skin is usually slightly livid or telangiectatic. All cases have pre- 
sented a loss of elasticity in the diseased areas. In two instances the 
disease has appeared in the mouth (?). In several cases it has been 
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Annual Session of the American Medical Association, New Orleans, May 13, 1932. 
1. Darrier: Pseudoma Elastique, Tr. Third Internat. Cong. Dermat., London, 
1896, p. 289. 
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associated with calcification of the skin. In the majority of cases the 
patients reported the occurrence of the disease in other members of 
the immediate family. The pathologic appearance of the sectioned 
skin has been considered as characteristic of pseudoxanthoma elasticum 
alone, but recent studies of other elastic tissue degenerations have placed 
some doubt on this conclusion.* In general, the histopathologic picture 
has been described as an extensive degeneration of the elastic tissue, 
extending in a bandlike area through the midcorium. The elastic fibers 
stain darkly, contain amorphous granules, and are twisted, curled and 
broken (fig. 1). In some instances this degeneration extends into the 
papillae, and often is extensive around the blood vessels. Some authors 
have described giant cells in and around the degenerated tissue.* Kiss- 
meyer and With * and Weidman *" have described strikingly similar 
elastic tissue degeneration in old scars and senile skin. 

Like pseudoxanthoma elasticum, angioid streaks of the retina is a 
rarely encountered disease. While the disease is usually acute in onset, 
occurring past middle life, it is not always associated with visual dis- 
turbances. On ophthalmoscopic examination one may see a_ reddish- 
brown irregular band around the border of the optic disk from which 
extend vessel-like streaks, often with peripheral branching as far as the 
optic equator. These streaks invariably are placed beneath the retinal 
vessels and are in time associated with hemorrhages and exudates. 
The streaks themselves may remain for years without apparent change, 
but the hemorrhages and exudates lead to atrophy and scarring. The 
histopathologic picture of the disease is not known, and the etiology is 
obscure, as is witnessed by a large number of conflicting theories as to 
the causative agent. 

Since the report of Darier’s case, about thirty-seven years ago, little 
additional light has been shed on the nature of pseudoxanthoma elas- 
ticum, until recently. Gronblad,* of Denmark, in a short unfinished 
report described three cases of pseudoxanthoma elasticum associated 
with angioid streaks of the retina at about the same time that Marchesani 
and Wirz *” reported the simultaneous occurrence of the two conditions 


in four cases in Germany. Both essayists believed that the association 


2. (a) Kissmeyer, A., and With, C.: Histological Studies of the Pathological 
Changes in the Elastic Tissue of the Skin, Brit. J. Dermat. 34:175 (June) 1922. 
(b) Weidman, F. W.: Pathology of the Yellowing Dermatoses, Arch. Dermat. & 
Syph. 24:954 (Dec.) 1931. 

3. (a) Weidman.2”) (>) Merchesani, O., and Wirz, F.: Pigment Stripes of 
the Retina: Pseudoxanthoma Elasticum, Arch. f. Augenh. 104: 522 (July) 1931. 
(c) Juliusberg: Colloid Degeneration of the Skin, Arch. f. Dermat. u. Syph. 61: 
175, 1902; 84:301, 1907. 

4. Gronblad, E.: Angioid Streaks: Pseudoxanthoma Elasticum, Acta ophth. 
7:329, 1929. 
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of these two rare conditions in the same person was noted too often to 
be dispensed with as a chance association and construed both diseases as 
evidence of the same systemic abnormality. On casting about for fur- 
ther evidence of the association of these two diseases in the past, one 
finds suppositious evidence in the fact that the first case reported by 
Darier in 1896 was shown again in 1902,° and at that time there was 
definite disturbance of vision which was construed as due to chorio- 
retinitis. Von Weltin,® recently reporting a case of pseudoxanthoma 
elasticum, noted that the patient had a disturbance of vision, and, 
although reference to Gronblad’s article was made, the visual trouble 
was interpreted as being due to syphilis. Before reading these articles 
on the association of these two diseases we had noticed the occurrence 
of pseudoxanthoma elasticum with angioid streaks of the retina by 
chance in a patient presenting himself because of a visual disturbance. 
This discovery led to examination of all known cases of angioid streaks 
of the retina and resulted in the accumulation of the five cases herein 
reported. 
REPORT OF CASES 


Case 1—E. F., a white American minister, aged 44, applied for treatment for 
blurred vision, and after examination his attention was called to an asymptomatic 
condition of the skin. One sister and a maternal aunt had complained of poor 
vision and had had a cutaneous condition similar to his. As a young man he had 
had malaria, pneumonia and influenza. He had recently had a tonsillectomy. 

For the past five years he had noticed blurred and sometimes double vision in 
both eyes, which came on suddenly while he was driving an automobile. Since he 
was a child he had noticed a peculiar appearance of the skin of the neck and under 
the arms, which he had interpreted as scarring. 

The patient was of normal weight and height. The external eyes were normal. 
In both fundi there were areas of old hemorrhage immediately around the disk, and 
radiating from the disk a number of irregular sized red-brown streaks lying beneath 
the retinal vessels, extending to the periphery of the fundus. These streaks were 
more marked on the temporal sides. By percussion the heart appeared slightly 
enlarged and the blood pressure varied from normal to high normal for the patient’s 
age. There was a suggestion of a vascular anomaly in that the radial arteries were 
apparently smaller than is usual and the ulnar arteries extended well into the 
clavicular region. In the skin of the neck, axillary folds, and cubital fossae and 
behind the knees there was a relatively extensive, pale yellow-orange, reticulated 
mottling that in some areas had the appearance of scars. The long axis of the 
lesions followed the lines of cleavage (fig. 2). On first glance some of the individual 
lesions had a slightly elevated appearance, but the palpating finger passed over an 
unnaturally smooth inelastic skin. The lesions could be made clearer by stretching 
the skin. The rest of the physical examination showed a normal man. 

A section of skin was taken from the right anterior axillary fold. The specimen 
was fixed in a solution of formaldehyde, and paraffin sections were stained with 
hematoxylin and eosin and Verhoeff’s elastic tissue stain, and frozen sections were 


5. Hallopeau and LaFitte: Ann. de dermat. et syph. 4:595, 1903. 
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stained with sudan III. The sections showed a general flattening of the surface, 
although along the edges a wavy character was noted. The epithelial layer as a 
whole was considerably thinned, and pegs were entirely absent in some areas. No 
marked hornification or scaling on the surface was observed. There was a trace 
of brownish pigment in some of the cells of the basal layer, but no pigment was 
found in other cells or in the stroma. The superficial portion of the derma appeared 
as a thin layer of acellular connective tissue, with masses of elastic tissue showing 
marked swelling, many of the fibers breaking up into fine and coarse granules. 


Fig. 1 (case 1)—Pseudoxanthoma elasticum. Low power magnification; Ver- 


hoeff’s elastic tissue stain. 


More marked changes were seen deeper, where large masses of this amorphous 
material were found irregularly scattered between connective tissue fibers (figs. 1 
and 3). In general, there seemed to be an increased number of elastic tissue fibers 
as well as degeneration. Scattered lymphocytes were present, but actual infection 
or necrosis was absent. The glands of the skin and the hair follicles appeared to 
he unchanged. Sections stained for fatty degeneration gave entirely negative results. 
From the histologic point of view, this condition must be assumed to be a prolifera- 
tion and degeneration of elastic tissue allied to the aging process in the senile skin. 
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Case 2.—E. C., a sister of the patient in case 1, a housewife, aged 46, complained 
of blurred vision in the left eye and a discoloration of the skin. A brother and a 
maternal aunt had complained of visual disturbances and had had a cutaneous dis- 
ease similar to the patient’s. The past history was unimportant. 

For the past two months the patient had noticed a blurred and distorted vision 
in the left eye but had had no pain. Since childhood she had noticed a yellow 
discoloration of the skin of the neck, with faint scarring, but it had produced no 
symptoms. 

The patient was a small, high strung middle aged woman, somewhat under- 
weight. The external eyes were normal. In the right fundus, apparently under 
the retinal vessels in the choroid, surrounding the nerve head, was a reddened area 


| 


Fig. 2 (case 1).—Pseudoxanthoma elasticum of the skin of the popliteal fossa. 


which appeared as a blood sinus. Extending upward from this area, at about 12 
o'clock, was an irregular red streak which appeared to be under the retina. Nasally 
there was a similar but larger streak. In the left fundus there were similar areas 
and a large horseshoe-like hemorrhage around the macula. In the skin of the neck, 
anterior axillary folds and cubital fossae there was a faint linear mottling, light 
orange to faint yellow, conforming to the natural lines of cleavage of the skin. 
There was a slight loss of elasticity of the skin in these areas. With the exception 
of a slight general arteriosclerosis the rest of the physical examination showed a 
normal woman. We were unable to obtain a section of skin for pathologic study. 


Case 3.—A white American housewife, aged 46, was first seen in 1923. At that 


time she complained of headaches and pain in her eyes, and had noticed a discolora- 
tion of the skin of the neck. At the time of this report she has a more or less 
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constant blurred vision. Her mother complained of visual disturbances for years. 
A brother has had blurred vision, which an ophthalmologist reported as chorio- 
retinitis. Neither has had any manifest lesion of the skin. 

As a girl the patient had noticed a thickening and scarlike appearance 
of the neck, which in later years had seemed to be more prominent. There had 
never been any subjective symptoms associated with the cutaneous condition. About 
nine years ago she began to have burning of the eyes and blurring of vision when 
doing close work, which were relieved by lenses. The condition, however, appeared 


Fig 3 (case 1).—Pseudoxanthoma elasticum. High power magnification; Ver- 
hoeff’s elastic tissue stain. 


again later and became worse, being accompanied by photophobia, and now the 
lenses do not relieve her. 

On physical examination the patient presented no abnormalities other than those 
found in the ocular fundi and the skin. The vessels of both retinas were markedly 
sclerotic. In the right fundus there was a thin white line, following the course 
of one of the nasally placed vessels and ending in a dark brown discoloration. The 
whole area seemed to be deeper than the retinal vessels. There was a flamelike 
hemorrhage also in this area. In the left fundus there were a number of similar 
flamelike hemorrhages, with a definite choroidal disturbance radiating from the 


| 
pit 
| ~3 ‘at. ve 
wa 4 | 


430 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


nerve head, There were several small linear scarlike areas on each side of thy 
neck. About and below these areas there were faint orange-yellow linear discolor 
ation and atrophy following the folds of skin of the neck (fig. 4). Similar atrophic 
scarlike areas were present in the anterior axillary folds, lower portion of the 
abdomen, cubital fossae and popliteal spaces. In all areas there was a definite loss 
of elasticity of the skin. We were unable to obtain specimens for histologic study. 

Case 4.—W. H.,, a white American physician, aged 39, complained of poor 
vision, His family history was unimportant except that one sister died of a cerebral 
hemorrhage at 60 years of age. She had a peculiar discoloration of the skin and 
had chorioretinitis before death. Two other sisters had the same cutaneous con- 
dition. 

In May, 1925, the patient had noticed a diminution in vision in the left eye. In 
February, 1926, vision in this eye suddenly became much worse, and vision in the 


right eye was hazy and distorted. With rest and the use of lenses the process 


Fig. 4 (case 3).—Pseudoxanthoma elasticum of the skin of the neck. 


slowly improved until at the time of this report vision in both eyes is fairly normal. 
Since childhood he had noted a pale, scarred appearance of the skin of the neck 
and arm pits but had paid little attention to it. 

General physical examination gave normal results with the exception of the eyes 
and skin. When first examined both fundi showed normal retinal vessels, but there 
was an irregular brown ring almost surrounding the disks from which extended 
various branches and anastomoses. In some areas the brown anastomosing lines 
took on a white color and all of the striae appeared beneath the retinal vessels. 
There was marked loss of elasticity of the skin of the neck. There were linear 
white, buff or light yellow areas conforming to the lines of cleavage of the skin 
situated on the sides of the neck. The skin of the anterior axillae (fig. 5), a part 
of the chest, the cubital fossae, the popliteal spaces and the lower part of the abdo- 
men was smoother, but there was a faint buff stria of varying width which had the 
appearance of faint scarring in these areas. On closer inspection and on stretching 
of the skin these areas seemed to be within the skin and appeared slightly elevated. 
The skin, however, had a velvety feel which was not present in other areas. The 


we 
a oe Pr 


JONES ET AL—PSEUDOXANTHOMA ELASTICUM 431 


radial arteries could not be palpated and were apparently replaced by a central 
artery arising from a normally placed artery. All laboratory examinations gave 
negative results. We were unable to obtain a specimen of skin for examination. 

Case 5.—Dr. J. S.. a white American physician, aged 47, complained to an 
ophthalmologist because of dim and distorted vision. His family and past histories 
were irrelevant. For the past year he had noticed a definite progressive dimness 
and distortion of vision in both eyes, but in previous years he had had difficulty 


in obtaining correct lenses, and several ophthalmologists had discussed the strange 
appearance of his fundi. He had lost weight in the past ten months, He had not 


Fig. 5 (case 4).—Pseudoxanthoma elasticum of the skin of the anterior axilla. 


noticed any cutaneous lesion until his attention was called to an area on the left 
side of the chest. 

On physical examination he was found to have moderately severe diabetes mel- 
litus, slight arteriosclerosis and the ocular and cutaneous disease herein described. 
In both fundi there was an irregular reddish-brown ring almost encircling the nerve 
head, and radiating upward and nasally from this were several thin brown streaks 
situated apparently in the choroid. On the left side of the chest just above the 
nipple there was an irregular buff discoloration of the skin about the size of a half 
dollar. On stretching, this area became more prominent and appeared as a group 
of smali light yellow tumors within the skin. The palpating finger passed over 
the area smoothly. 
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A section of skin was taken bisecting this area. The specimen was fixed in a 
solution of formaldehyde, and paraffin sections were obtained with hematoxylin and 
eosin and Verhoeff's elastic tissue stain and frozen sections with sudan III. The 
epithelial layer as a whole was somewhat thinned. No marked hornification or 
scaling on the surface was observed, and no unusual pigment was present. Scat- 
tered through the derma there was an occasional area of degenerated elastic tissue, 
but around the vessels there were large numbers of broken and degenerated tissue 
fibrils containing fine and coarse amorphous granules. There was a slight endo- 
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Fig. 6.—Senile elastosis of the skin of the neck. 


thelial proliferation in these vessels. There was no evidence of hemorrhage. A 
few scattered lymphocytes were present, but no evidence of infection or necrosis 
was observed. 

Two additional patients having angioid streaks of the retina were 
examined. Neither had cutaneous manifestations characteristic of 
pseudoxanthoma elasticum. One of the patients, a man, aged 71, 
showed, besides general evidences of senility, a thick, roughened, pig- 
mented appearance of the skin of the neck. On stretching of the skin 
one could observe large numbers of minute faint yellow or old ivory 
subcutaneous tumors, arranged along the natural lines of cleavage. 
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\round these areas there was faint telangiectasia. The skin of the 
cheeks had a diffuse old ivory color. This appearance was interpreted 
as “senile elastosis of the skin” *” (fig. 6). In a personal communi- 
cation, Gronblad stated that since the publication of her article on 
pseudoxanthoma elasticum she has observed two other cases of angioid 
streaks of the retina in which there was no evidence of pseudoxanthoma 


Fig. 7.—Senile elastosis. Low power magnification; Verhoeff’s elastic tissue 


stain. 


elasticum of the skin. It is therefore evident, from the reported cases 
and from our own observations, that the association of angioid streaks 
and pseudoxanthoma elasticum is by no means an invariable rule, and 
that either the one or the other condition may exist separately. How- 
ever, it is manifest that the simultaneous occurrence of the two condi- 
tions is far too frequent to be considered as a mere chance association. 
Ophthalmologists have found it difficult to explain entirely the patho- 
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logic process or etiology of angioid streaks of the retina, but after 
studying seven cases, five of which showed pseudoxanthoma elasticum 
of the skin, Clay * expressed the opinion that the explanation lies on a 
purely physical basis. He concluded that “there exist in these patients 
short posterior ciliary veins and that a thrombosis of these veins occurs, 
producing the streaks and hemorrhages. This thrombosis is produced 
at the point where the veins pass through the thickest portion of the 
sclera, aided by the degeneration of elastic tissue.” 

Although the clinical appearance of the skin in pseudoxanthoma 
elasticum is typical, occurring in particular areas of the body, its resem- 
blance to senile changes in the skin (senile elastosis), to linea albicantes 
and to certain old scars must be considered. The changes that occur 
as the result of age and in scar tissue have been discussed by Kissmeyer 
and With * and recently described by Weidman *” along with pseudo- 
xanthoma elasticum as “the yellowing dermatoses.” The white striae 
as the result of over-stretching of the skin (linea albicantes) may also 
be included in this group. All of these conditions have a definite resem- 
blance to each other in color and in appearance, and have as their basic 
histopathologic process rupture and degeneration of the elastic tissue 
of the skin. It has long been known that the elastic tissue of the body 
is not as springy as its name implies,* and this fact may account for 
the ease with which it is broken and degenerated wherever prolonged 
or extensive stretching of the skin occurs. 

In the study of the changes found in the skin of patients in whom a 
clinical diagnosis of “pseudoxanthoma elasticum’”’ had been made, efforts 
were made to find out whether this was in reality a disease of itself, 
or merely a change in the skin similar to those alterations which may be 
found in other conditions that are more or less physiologic, and also 
what relation “pseudoxanthoma elasticum” has to true neoplasms. 

Specimens of skin from three cases of “pseudoxanthoma elasticum” 
were examined and compared with skin from patients with “senile 
elastosis” and linea albicantes and also with sections of skin, supposedly 
normal, from a patient, aged 85, whose skin was without visible defects 
except the expected atrophic changes of age. 

The same changes, with only minor variations, have been found in 
all sections examined. In the sections of “pseudoxanthoma” there was 
found an extensive production and degeneration of the elastic tissue in 
the derma (fig. 1). In some of them, elastic tissue was found between 
the pegs, almost in contact with the basal layer of the epithelium. 
Many of the fibers were swollen and large, and in areas where few 


7. Clay, Grady : 
1932. 

8. Macleod, J. M. H.: Handbook of the Pathology of the Skin, London, 
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ter fibers were found they were frequently very bulky. Much of this 
um) material showed an indefinite or hazy outline of the fibers, and in other 
la portions it appeared as a mass of granular material giving the same 
nts staining reaction (fig. 3). Some of the sections showed more bulky 
rs, fibers deep in the connective tissue of the derma, and _ still others 
ed showed this elastic change by a deposit of fine and coarse granules 
he about the walls of some of the vessels. 

No hyaline change or necrosis was observed, the degenerated elastic 
na material becoming embedded in the dense connective tissue, with a 
al retention of its original staining reaction. The ultimate fate of this 
- material could not be determined. It is doubtful that it becomes organ- 
wal ized and acts as a foreign body for giant cells, and other evidence of 
vs such reaction was absent in all of our sections, although these reactions 
have been reported by others (Bodin,® Juliusberg,“” Marchesani and 
Wirz *”). 
1% In some of the earlier lesions, there were changes that might suggest 
a low grade infectious or inflammatory origin. In these only a few 
oa small clumps of, or isolated, swollen fibers or granules were found, 
a together with a moderate lymphoid infiltration and slight endothelial 
d proliferation, especially about some of the vessels, not unlike an atypical 
; tuberculous process. Some of the larger vessels showed considerable 
thickening of the walls, such as was described by others, but we found 
) no actual numerical increase or degeneration of the vessel walls. 
Hemorrhage also was absent. No fatty change could be demonstrated, 


although this has been reported by Weidman.*” 

In “senile elastosis,” the picture is almost identical with that 
described, and histologically the two conditions cannot be differentiated 
(fig. 7). 

Examination of skin from the abdomen, showing “linea albicantes” 
following pregnancy, shows similar findings. There is considerable 
scarring with an abundance of dense acellular connective tissue, and 
scattered through the sections are numerous swollen elastic fibers and 
many areas showing masses of granular deposits of degenerated elastin. 

It is interesting to compare the supposedly normal skin from elderly 
persons. Here also there is a definite change in the elastic tissue, which 
closely resembles that seen in pseudoxanthoma elasticum. This swelling 
and degeneration of the elastic fibers has not been found to be so marked 
as in pseudoxanthoma elasticum and consists chiefly of a few fibers 
scattered loosely and widely with various stages of degeneration, some 


9. Bodin: Pseudoxanthoma Elastique, Ann. de dermat. et syph. 1:1073, 1900; 
quoted by Throne, B., and Goodman, H. P.: Pseudoxanthoma Elasticum, Arch. 
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’ 

> 

< : 


436 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


showing distinct fiber margins and others showing a tendency to break 
up into coarse granules, as previously described. 

It is much easier to account for the degeneration found in senile 
skin than for the isolated areas in younger persons. Elastic fibers of 
the skin that have been under tension for some time lose their retrac- 
tility and fail to contract, become more bulky and finally break up, 
when the tension becomes less as atrophy and relaxation occur with 
progressing age. Just why this same change should occur in small 
scattered areas in young persons remains unexplained, but it seems 


evident that this disease is more or less generalized, involving much 
of the elastic tissue of the body, as evidenced by the fact that many of 
these patients show a peculiar condition of the retina, which is believed 
to be of elastic tissue origin. It is probable that some of the involved 
areas show more marked microscopic changes than do others, but the 
underlying actual cause of the condition is still obscure. 


Nothing has been found in these studies which would indicate that 
this condition is in any sense neoplastic. While there is an overgrowth 
of elastic fibers as well as degeneration, microscopic studies fail to show 
any neoplastic characters, and the clinical features of the cases seem to 
bear this out. 
CONCLUSIONS 


1. Pseudoxanthoma elasticum of the skin is often associated with 


angioid streaks of the retina, and this association aids in a theoretical 
explanation of the latter condition. 

2. We believe that pseudoxanthoma elasticum should be considered 
a peculiar manifestation of early changes in the elastic tissue of the skin 
allied to the same process that occurs in senility. 


SUMMARY 


A discussion of the previously reported cases of pseudoxanthoma 
elasticum of the skin is herein presented, and the observations of others 
relating to the peculiar association of this condition with angioid streaks 
of the retina are pointed out. Five cases of our own are reported, 
all of which showed angioid streaks of the retina. The histopathologic 
pictures of the excised skin of pseudoxanthoma elasticum, senile elastosis 
and linea albicantes are presented with observations on the similarity 
of the appearance of these conditions in all instances. We have con- 
cluded that the association of angioid streaks of the retina and pseudo- 
xanthoma elasticum is a frequent occurrence and that the pathologic 
appearance of the latter aids in a theoretical explanation of the former. 
Moreover, we have concluded that pseudoxanthoma elasticum is a dis- 
ease allied to the process which produces elastic tissue degeneration in 
some scars and in senility. 
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ABSTRACT OF DISCUSSION 


Dr. Gravy E. Cray, Atlanta, Ga.: To the ophthalmologist angioid streaks of 
the retina are as uncommon as pseudoxanthoma elasticum is to the dermatologist, 
and not enough cases of either disease have been seen for any definite conclusions 
to be drawn. No case of angioid streaks has been examined histopathologically ; 
so no authentic pathologic study has been reported. I think that the dermatologists 
as well as the ophthalmologists should know of the ocular lesions known as 
“angioid streaks of the retina,” therefore, I shall present some drawings of the 
fundus so that the members of the Society may become more familiar with the 


appearance of the lesion as we see it. 

All the cases reported in the literature have the same clinical characteristics ; 
namely, there is a grayish or reddish band which extends around the optic nerve, 
and reaching out into the periphery of the fundus are bands or streaks of similar 
character. If the disease is seen early in the acute stage there will be found a 
large number of these areas throughout the retina. 

In case 1 the patient first complained of marked visual disturbance. 
or five months these symptoms cleared up, hemorrhages gradually disappeared, 


After four 


and he was able to resume his occupation. 

The second patient was a sister of the patient in case 1. 
changes as her brother. There were the grayish, reddish bands which radiated 
out in all directions, and in the region of the macula there was a large choroidal 
hemorrhage. We believe that this was due to the fact that more vessels are present 
in the temporal than in the nasal region in most instances. 

In the fourth case in this group the condition was more marked than in the 
third. The streaks were more numerous, but assumed more or less the charac- 
teristics of those in the first case. This patient was first seen in 1925, and at that 
time he had an enormous amount of hemorrhagic exudate scattered throughout 
After four or five months these hemorrhages and exudates cleared up, 


She showed the same 


the fundus. 
and he was able to resume his occupation. 

In reporting seven cases of angioid streaks of the retina, in five of which there 
was pseudoxanthoma elasticum of the skin, we feel that there must be some definite 
relationship between the two diseases. I believe that angioid streaks of the retina 
must be explained on an anatomic basis. Our feeling is that there exist in these 
persons short ciliary vessels which pass through the sclera into the choroid at the 
thickest part of the sclera, and at this point thrombosis occurs, thus producing the 
peculiar retinal streaks seen in the ophthalmoscope. 

Dr. Jerrrey C. MicnHaet, Houston, Texas: While pseudoxanthoma elasticum 
has been recognized for many years, its association with angioid streaks of the 
retina is of recent knowledge. It is unfortunate that Dr. Jones and his collaborators 
did not put their cases on record earlier, for he told me about them before Gron- 
blad’s first report was published. Since then, I know of two other reports: that 
of Marchesani and Wirz in 1931 (Arch. f. Augenh. 104:522, 1931) and of Krantz 
in February, 1932 (Dermat. Wehnschr. 94:233, 1932). 

These reports demonstrate that the association of the two disorders is not 
Since it is known that pseudoxanthoma elasticum is a primary degen- 


fortuitous. 
Further- 


eration of the elastica, it is now indicated that angioid streaks are also. 
more, light is thrown on the pathogenesis of the ocular disorder by the genetic 
studies of pseudoxanthoma elasticum which indicate that it is inherited as a reces- 
sive condition. There is one practical point that comes from this knowledge ; 
namely, that marriage into or intermarriage of families with either this ocular or 
cutaneous disorder increases the possibilities of their occurrence. If these disorders 
are hereditary one can expect cases which show the ocular or the cutaneous mani- 
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festation alone. This does not militate against the argument that the diseases are 


phenotypes of the same genotype. 


Dr. Freon D. WeipMAN, Philadelphia: I agree with the presenters that both 
statistically and biologically there is some relationship between these angioid streaks 
and the yellowing of the skin. Certainly they can be theoretically correlated on 
the basis of what is known of the general pathology of fatty change. When | 
first saw the title it occurred to me that the authors referred to deposits of 
xanthoma cells. The ophthalmologist has long known of these in “lipaemia retin- 
alis” (McCann: Bull. Johns Hopkins Hosp. 34:277 [Sept.] 1923), and in these 
cases of angioid streaks a blood cholesterol test should be made to see whether 
xanthomatous connections are substantiated. I understand that necropsies have not 
been performed on subjects with angioid streaks and that as the matter now 
stands one will have to forego the information that histologic examination could 
give and can only speculate. 

There are several instances in the literature in which there has been an associa- 
tion of yellowing changes in the skin and elastic tissue degeneration in other parts 
of the body. Urbach (Arch. f. Dermat. u. Syph. 157:451, 1929), for instance, 
besides nodules on the face, elbows and fingers, described certain yellow changes 
in the mouth and trachea in two subdiabetic sisters. 

As to the authors’ cases, I think that the group in which the angioid streaks 
were independent of cutaneous changes and the ones in which cutaneous changes 
were associated can be reconciled on some such hypothesis as the following: First, 
I was struck by the emphasis placed on hemorrhages in the eyes. Red blood cells 
are rich in cholesterol and on disintegrating, as in sarcomas, notoriously give rise 
to local xanthomatous deposits which are independent of hypercholesteremia. It 
is axiomatic for xanthomatous deposits to occur in the spaces around the blood 
vessels, and in the case of hemorrhages occurring in the eye we would expect to 
find the major accumulation of the xanthoma cells in the region; hence, angioid 
streaks. Lymphatic abnormalities are also conceded as predisposing to xanthoma, 
and it was brought out by the authors that there were abnormalities in certain 
veins of these eyes. I think it will eventually be revealed that some of the streaks 
are xanthomatous and if so this would explain the first group of cases of ocular 
disturbance referred to. 

Next, why are there angioid streaks in some cases of pseudoxanthoma elasticum 
and not in others? I think that this is a function of the structure of the body in 
respect to fat. If the fatty fault is widespread and of constitutional nature there 
results a fatty change in abnormal elastic tissue at large. Elastic tissue is 
extremely prone to take up fat; when it becomes degenerated, fat is deposited, 
which would explain the yellow color in the pseudoxanthoma complex. The gen- 
eral fatty state could at the same time induce xanthomatous changes of the order 
of lipaemia retinalis. 

I hope that some day some one will have an opportunity to examine histolog- 
ically these angioid streaks in the retina. Even though they prove to be xanthoma- 
tous and not elastic, by analogy I can see the pathologic process of xanthoma 
extending out into the elastic tissue field as in pseudoxanthoma elasticum (Weid- 
man, F. D., and Schaffer, H. W.: Xanthoma of the Skin and Larynx, Associated 
with Carcinoma of the Stomach and Regressive Xanthoma of the Pons, to be 
published ). 


Dr. HAmitton Montcomery, Rochester, Minn.: In so-called senile elastosis 
or senile skin, histopathologic changes are seen in the collagen fibers as well as in 
the elastic fibers. This is especially true if use is made of Unna’s differential 
stains. In typical cases of pseudoxanthoma elasticum, on the other hand, the 


I 
2 
ry 


439 


ELASTICUM 


JONES ET AL—PSEUDOXANTHOMA 


degeneration seems to be confined almost entirely to the elastic tissue. Any changes 
in the epidermis are secondary to edematous changes in the cutis. By the use of 
Unna’s differential stains, I believe that the typical case of pseudoxanthoma elas- 
ticum can readily be distinguished histologically from so-called senile elastosis or 
senile changes in the skin. A few cases, however, have been reported in which 
there was a combination histologically of colloid degeneration of the skin and 
pseudoxanthomatous changes which have been impossible to classify accurately. 
Fragmentation of the elastic fibers and curling of the fibers may be seen both in 
senile skin and in pseudoxanthoma elasticum. The edematous changes in the 
elastic tissue in the latter disease and a marked degree of curling of the fibers 
without any appreciable inflammatory reaction suggest the possibility of a “\Jiss- 
hildung” of these fibers rather than that pseudoxanthoma elasticum is on an infec- 
tious or inflammatory basis. 

Dr. LAureENcE R. Taussic, San Francisco: In his discussion Dr. Michael did 
not mention that the two cases reported by Krantz occurred in brothers, which is 
an additional point in favor of the familial origin of this disorder. Krantz con- 
cluded that the two conditions probably always occur together. 

Dr. Jack Jones, Atlanta, Ga.: We realize that we are doing a great deal of 
theorizing and that this association will probably never be settled until an eye is 
secured for examination. Dr. Clay is looking for this, and two or three of his 
patients have willed him their eyes. 

In studying these cases we have had at first one idea and then another. In the 
beginning, because we saw some patients with anomalous blood vessels, we thought 
we were dealing with some anomalous structure. We soon had to give up this 
idea. The more we have studied these cases the more difficult it has been to 
differentiate microscopically and pathologically pseudoxanthoma elasticum and 
Clinically it is very easy. These conditions are supposed to be 


senile elastosis. 
I had an opportunity to see the case of Drs. Throne and Goodman, 


extremely rare. 
and until the cases reported here occurred that was the only case of pseudo- 
xanthoma elasticum that I had ever seen. Clinically one can hardly mistake 
pseudoxanthoma elasticum for any other condition. Pathologically speak- 
ing, it is almost impossible to differentiate pseudoxanthoma elasticum. Although 
Dr. Weidman’s explanation is well worthy of consideration, we have felt that this 
association, whatever it is, is more likely to find its explanation in the field of 


presenility. 


RELAPSING FEBRILE NONSUPPURATIVE 
PANNICULITIS (WEBER) 
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There have been many articles on the subject of panniculitis in medi- 
cal literature. Numerous cases have been reported in which fat and 
muscle were involved but few in which fat alone was the seat of this 
painful, inflammatory process. This condition is characterized by the 
appearance of painful nodules in the subcutaneous fatty tissue, some- 
times having the clinical aspects of erythema nodosum and resulting 
in localized destruction of fat with replacement by fibrous tissue and 
production of nodules either plainly visible or, if not visible, easily felt. 
Weber and Gray' in 1924, Weber in 1925? and Christian * in 1928 
published cases similar to the one that we record here. 


REPORT OF A CASE 


History—Mrs. K. S., aged 41, a Canadian nurse, retired, who had served 
during the World War, complained that frequently since 1918 painful nodules had 
appeared on the outer parts of both the arms, thighs and legs. This trouble 
began in England during 1918 shortly after a streptococcic infection of the right 
index finger, which was followed three days later by an attack of mumps. At 
that time she had lymphangitis with adenopathy in the right axilla, and was 
very ill. On the fifth day the abscess on the finger was opened, and the nail 
was partially removed. Simultaneously, painful subcutaneous swellings developed 
on the outer parts of both arms. She remained completely disabled during the 
balance of her enlistment, a period of five months. She received her discharge 
from the army in March, 1921, and went home, but her arms were still swollen 
and painful. The inflammation had almost disappeared by September, 1919, 
when a severe attack of “pleurisy” developed, which lasted a month. At this 
time there was a recurrence of the painful nodular inflammation of the arms. 


From the Department of Dermatology and Syphilology, Stanford University 
Medical School. 

Read at the Fifty-Fifth Annual Meeting of the American Dermatological 
Association, Havana, Cuba, May, 1932. 

1. Weber, F. Parkes, and Gray, A. M. H.: Chronic Relapsing Polydermato- 
myositis with Predominant Involvement of Subcutaneous Fat ( Panniculitis), Brit. 
J. Dermat. 36:544, 1924 (with extensive bibliography). 

2. Weber, F. Parkes: A Case of Relapsing Non-Suppurative Nodular Pan- 
niculitis Showing Phagocytosis of Subcutaneous Fat Cells by Macrophages, Brit. 
J. Dermat. 37:301, 1925. 

3. Christian, H. A.: Relapsing Febrile Nodular Nonsuppurative Panniculitis, 
Arch. Int. Med. 42:338 (Sept.) 1928. 
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The latter condition persisted for several months, finally becoming subacute, with 
several slight exacerbations up to February, 1921, when an acute attack lasting 
a week occurred. She then went to Mexico for one year, practicing her pro- 
jession and having relatively little trouble. She was married in June, 1921. Dur- 
ing that year she did not work very hard, to which fact she attributes her 


comparatively good health. From Mexico she moved to Los Banos, Calif., where 
she and her husband lived from 1922 to 1927. There she worked part time as 
qa nurse, having little trouble with the arms. However, she suffered many 
attacks of “pleurisy,” with slight exacerbations of the condition on both arms. 
Whenever she had to do an extra amount of housework her arms became inflamed 
and painful. Late in 1927, she and her husband moved to San Francisco, and 


Fig. 1.—Photomicrograph showing an early stage in the formation of a nodule. 
A few strands of fibroblasts radiate outward. Hematoxylin-eosin; > 120. 


she had a severe recurrence of the condition on the arms about two weeks after 
her arrival. This gradually subsided. Early in October, 1928, she had a severe 
attack lasting five weeks. She had another attack in December, 1928, and one in 
January, 1929, involving both arms and the right leg. She then had three 
abscessed teeth extracted. She had several recurrences in March and in May, 
1929, and was hospitalized on May 30, 1929, in the service of Dr. W. McKenney 
at St. Luke’s Hospital. At that time the upper part of both arms presented 
many painful nodular, dusky red swellings resembling erythema nodosum, and 
she had pains in the joints and fever. The calves of both legs were sensitive to 
pressure, but no visible or palpable nodules were present. 

The patient's father and mother were living and well at the ages of 78 and 69, 
respectively. Four brothers and four sisters were also living and well. One 
brother had died of pneumonia at the age of 2'4 years; another brother had died 
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of an unknown cause at the age of 5 days, and one sister had died of pneumonia 
No history of tuberculosis or cancer was elicited. The patient had had scarle: 
fever, measles and whooping cough as a child, chickenpox at the age of 16, 
and mumps and Vincent's angina at 30. She had had influenza twice during the 
World War, with severe pneumonia in 1917 and bronchitis in May, 1929. 

She fractured the right clavicle in 1921; it healed slowly (not properly set) ; 
she fractured the right tibia in 1924. Appendectomy was performed in 1911; 
tonsillectomy, in 1913, curettement of an infected right index finger (strepto- 
coccic infection), followed or accompanied by acute lymphangitis and mumps, in 
1918; laparotomy, in 1924 (one ovary and half of the other were removed) ; 
extraction of a wisdom tooth under an anesthetic in 1926. 

She suffered frequently from headaches (possibly due to eye strain). The 
nose and throat appeared normal. She had had frequent attacks of pleurisy since 
being in the army service. She was dyspneic at times, and the pulse rate was 
often rapid. The gastro-intestinal history showed occasional abdominal pain 
followed by distention; there had been no vomiting, and the appetite was good; 
she had been constipated for the past year. She had acute nephritis one year 
before, with frequency of urination at the time this history was taken, possibly 
voiding every one to two hours, with some distress, and only once at night. The 
menstrual periods were painful but regular. She had been nervous since her last 
operation, and had slept poorly for the past few years. She drank three cups of 
coffee and one cup of tea a day and smoked six to eight cigarets. She did not 
drink alcoholic beverages. Her weight was 159 pounds (72.1 Kg.) ; her maximum 
weight was 170 pounds (77.1 Kg.) and she usuaily averaged 160 pounds 
(72.6 Kg.). 

Examination.—The patient was a well developed, well nourished woman with a 
tendency toward obesity. The mucous membranes were clean, smooth and of good 
color. No lymph glands were palpable. The pupils were equal and round and 
reacted to light and in accommodation. Vision was normal. Examination of the 
ears gave negative results. Expansion of both lungs was equal; the breath sounds 
were vesicular, and expiration was slightly prolonged in the base of the left lung 
posteriorly. Many crackling rales were heard throughout both lungs, but were 
best heard over the base of the left lung posteriorly and over the bronchi. The 
heart was regular; the tones were good; there were no murmurs and the rate was 
normal. The abdomen was obese, but there was no rigidity. Operative incisions 
were present. Examination of the extremities gave negative results, except that 
the thighs and upper parts of the arms were flat. The reflexes were normal. 
The basal metabolic rate was minus 3. 

On June 1, 1929, the results of roentgen examination of the chest were reported 
as follows. The heart was of the borderline size. The arch was within normal 
limits. The pulmonary fields showed considerable peribronchial thickening. The 
leaves of the diaphragm were smooth, and the costophrenic angles were clear. 
There was no evidence of recent tuberculosis. 

On July 19, a Pirquet test was made (old tuberculin 1 to 100,000). There 
was no reaction in forty-eight hours. On July 23, a second Pirquet test was 
given. This was followed within twenty-four hours by a severe reaction (head- 
ache, malaise, severe chill and sweating). The nodular areas on the arms became 
more painful. The local reaction was pronounced within eight hours, involving 
an inflamed area about 3 inches (7.6 cm.) in diameter containing in its center a 
large wheal three fourths of an inch (1.9 cm.) wide and accompanied by lymph- 


angitis and axillary adenopathy. Special day and night nurses were placed on 
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duty from August 29 to September 16, to watch the patient constantly because of 
the suspicion that the lesions may have been self-inflicted. At no time were any 


attempts at self-injury observed. 

Blood tests for reactions to the Brucella group were negative. 

Treatment and Course.—Moist hot applications were continued for several days 
at a time, affording temporary amelioration of the symptoms. The patient was 
given thyroid extract, 1 grain (0.065 Gm.) daily, and solution of pituitary, one-fifth 
grain (0.0013 Gm.) daily. She was also given an antiobesity diet. After about 
three weeks of this treatment, with rest in bed, her condition improved very much. 

In July, 1929, and in October, 1931, large nodules on the outer lower part of 
the arm were extirpated. Smears stained for tubercle bacilli and animal inocula- 


Fig. 2— Photomicrograph of a well developed nodule surrounded by fat cells. 


Hematoxylin-eosin; 70. 


tions gave negative results. A microscopic diagnosis was made of “nonsuppurative 
nodular panniculitis” by one of us (Dr. Way), with the following report and 
comment. 

The pathologic changes present were limited to the adipose layer, the epidermis 
and corium being entirely normal. 

Microscopic Examination.—Section 1 was examined in July, 1929. Under low 
magnification, the adipose tissue appeared to contain numerous tubercles or com- 
pact collections of infiltrating cells. These tubercle-like areas were surrounded 
by fat cells, which they had partially displaced. Strands of newly formed con- 
nective tissue were much in evidence. 

High magnification revealed that these nodules were made up of giant cells, 
lymphocytes, lipophagocytes, endothelial cells, fibroblasts, eosinophils and an 


occasional plasma cell. 
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The giant cells, because of their mode of formation (lipophagocytic fusion), 
showed marked variation as to shape and number of nuclei (from three to thirty). 
Their protoplasm had a foamlike appearance, due possibly to ingested fat globules. 
In some instances a giant cell could be seen containing within its protoplasms one 
or more enormous fat droplets. Of interest, too, was the number of disintegrating 
giant cells surrounded frequently by lipophages or newly formed giant cells. The 
lipophages were especially abundant about and occasionally within the fat cells, 
and had the same foamlike protoplasm that characterized the previously mentioned 
giant cells. 

The lymphocytes, fibroblasts, endothelial cells and eosinophils appeared normal. 

The blood vessels presented the changes common to other inflammatory 
processes of fairly long standing, such as endarteritis and swelling of the elastic 
fibers. 

Nodule-like accumulations of cells in various stages of formation were seen. 
The earliest change seemed to be a dilation of the smaller arterioles, which was 
then followed by a perivascular lymphocytic infiltration. As these cells increased 
in number and displaced the fatty structures, delicate strands of connective tissue 
developed and appeared to radiate from the arteriole. At this time endothelial 
cells, lipophages and giant cells appeared in varying numbers, especially at the 
periphery of the fat cells. The terminal stage represented a complete replacement 
of the fat cells by fibroconnective tissue. 

Acid-fast bacilli were not found in any of the sections studied. 

Section 2 was examined in October, 1931. This tissue was taken about two 
vears after the first and failed to show essentially important variations. Increased 
fibroconnective tissue formation had occurred, and as a result of this little adipose 
tissue remained in the section. Many of the tuberculous-appearing nodules were 
still in evidence. Greatly thickened blood vessels characterized by endothelial 
proliferation as well as newly formed vessels were to be seen. 

Comment—Ot interest is the fact that the epidermis and corium remained 
normal at all times during the evolution of the nodules. The attacks (febrile 
exacerbations), which clinically simulated erythema nodosum, one of the diseases 
originally considered, failed to produce permanent changes in the true skin. 

Vascular dilation followed by perivascular infiltration and fibroconnective tissue 
formation seemed to be the earliest discernible pathologic change, the end-result 
being a replacement of the panniculus adiposus by fibrous tissue. Giant cells and 
macrophages with lipophagocytic ability were the most active agents in this 
process. 

Differential Diagnosis—Panniculitis must be differentiated clinically and 
microscopically from (1) adiposus dolorosa, (2) sarcoid (Darier-Roussy) and (3) 
erythema induratum. 

In adiposus dolorosa the nodules are encapsulated and composed of large 
numbers of small, oval, fatty bodies, connected with each other and with the 
capsule by delicate fibrous bands. The capsule is composed of several layers of 
well developed connective tissue. Within this capsule a loose areolar tissue is 
seen. This tissue is highly vascular, and between the vessels is a reticular tissue, 
denser in some areas than in others and inclosing a large number of mononuclear 
cells, a few polymorphonuclear cells and a large number of cells staining a tawny 
color by the van Gieson method. Scattered through the granular, tawny masses, 
many of the mononuclear type of cells occur. In other areas granules of blood 
pigment are present. 
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There is a tendency on the part of many dermatologists to classify and regard 
sarcoid of the Darier-Roussy type as an atypical form of erythema induratum 
because of the histopathologic similarity. Many agree that these conditions cannot 
be differentiated. The histopathology is that of a nonulcerating erythema indura- 
tum. In a recent case of sarcoid reported by Stebbins in which one of us 
(Dr. Way) carefully studied the tissue, the principal microscopic findings were a 
lymphocytic infiltration about the fat cells. The vessels, regardless of size, showed 
panarteritis as well as panphlebitis obliterans. Within the fatty tissues as well 
as in the connective tissue framework, an occasional necrotic area was found with 
lymphocytes, fibroblasts and giant cells of various sizes. Wucherung’s atrophy also 
Fibrosis was not an outstanding feature of the pathologic changes nor 


occurred. 


Fig. 3—Photomicrograph of a type of giant cell seen with its foamlike proto- 


plasm. Hematoxylin-eosin; & 300. 


were macrophages and giant cells seen that had such pronounced lipophagocytic 
ability and foamlike protoplasm. 

Erythema induratum differs essentially from panniculitis in that the epidermis 
and corium are often involved, and ulceration can occur. Epithelioid and plasma 
cells, too, occur in greater abundance. 

McCarthy * commented on the equal involvement of the veins and arteries, 
which was not apparent in this case. In Bazin’s disease the walls may show a 
proliferation of the intima, a thickening of the media and an invasion with small 
lymphocytes, often with an accompanying perivascular collection of plasma cells. 
In older lesions the vessels are completely destroyed, as indicated by the finding 


4. McCarthy, L.: Histopathology of Skin Diseases, St. Louis, C. V. Mosby 
Company, 1931, p. 263. 
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of fragments of the elastica membrana of a vessel in the middle of a node of infil- 
tration. Such findings support the view accepted at present that this disease is thc 
result of a tuberculous embolus. 

The microscopic differentiation of panniculitis from adiposus dolorosa offers 
little difficulty; however, differentiation from sarcoid (Darier-Roussy) and 
erythema induratum presents more of a problem. 

Some of the outstanding microscopic points of differentiation in the case are: 
(1) extensive replacement of the fat cells by fibroconnective tissue; (2) large 
number of lipophages and giant cells with their foamlike protoplasm; (3) freedom 
of the epidermis and corium from involvemert at any time, and (4) absence oi 
hemorrhage and pigment formation. 

During the past year, with the exception of two brief periods in the Veterans’ 
Hospital in Palo Alto, the patient has been living at home and calling at the office 
rather irregularly. She has had several exacerbations and constantly complains 
of deep pain and tenderness. The nodules have never shown their original deep 
red color and have never been visible (hence they could not be photographed), but 
they have always been easily felt. She is having increasing tenderness over the 
outer parts of the hips, thighs and legs, but no nodules are present. 

Treatment has consisted of a short course of exposures of the lesions to the 
roentgen rays and filtered roentgen treatments over the upper dorsal part of the 
spine, all without effect. Hot moist applications, rest in bed, thyroid extract and 
solution of pituitary, injection of a gold sodium thiosulphate and arsenic have also 
been prescribed. The failure of arsenic to influence the lesions is of diagnostic 
value in excluding sarcoid. The patient derived most benefit from the hot applica- 
tions and rest in bed. 

It has been impossible to carry out any systematic plan of treatment, for the 
patient would not remain in the hospital for a sufficient length of time. Carefully 
controlled therapy with thyroid and solution of pituitary combined with gentle 
massage over a long period might be worth trying. 

From this record one is impressed with the probable bacterial origin of the 
disease. The histopathologic changes already presented tend to support this 
impression, 


COMMENT 
Much of the earlier literature concerns cases in which muscle is 
involved, and the possible relationship of panniculitis to so-called 
muscular rheumatism is to be considered. A case of uninvolved panni- 
culitis was reported in 1916 by Gilchrist and Ketron.® Their patient 
was an 8 year old girl in whom the panniculitis was limited to the legs 
and was associated with attacks of fever and toxic erythema. The 
histopathologic changes in the subcutaneous fat were similar to those 
later observed by Weber and Christian and by us. Absorption of fat 
“by large phagocytic cells—macrophages” was described. 

In 1924, Weber and Gray ' reported a case in a married woman 22 
vears of age. The lesions appeared on the extremities and various 
parts of the trunk and resembled somewhat those of erythema nodosum, 


but the swellings were rather deeply situated. The biopsy and clinical 


5. Gilchrist, T. C., and Ketron, L. W.: Atrophy of the Fatty Layer of the 
Skin, Bull. Johns Hopkins Hosp. 26:291, 1916. 
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ieatures suggested that “dermatomyositis is most probably to be 
regarded as a widespread patchy parenchymatous acute degenerative 
or necrotic process of toxic origin generally relapsing and chiefly affect- 
ing the striped muscles and subcutaneous tissue.” There occurs in 
the lesions atrophy of fat and gradual replacement by connective tissue. 
The authors feel that there is some relationship to rheumatism. ‘They 
discuss the literature at great length and present an extensive list of 
references. 

In 1925, Weber? reported a case in a widow, aged 50, who was 
rather thin and had recurring painful swellings in both legs, thighs, 
one buttock and both upper extremities. She also had fever. Pir- 
quet’s cutireaction was strongly positive. There was no adenopathy. 
The pathologic process seen in an early nodule was in the subcutaneous 
iat. Its most striking feature was the presence of “‘lipophagic macro- 
phages” and very numerous large phagocytic giant cells “belonging 
to the class of foreign body giant cells.” The author assumes that the 
inflammatory process was caused probably by some unknown infective 
agent, the fat cells becoming unable to resist the phagocytic macro- 
phages (histiocytes) called forth by the inflammatory process. 

In 1928, Stockman“ discussed the subject, expressing the belief 
that the condition is common, that the fibrositis of the panniculus 
adiposus is a local reaction to an irritant, and that the two commonest 
manifestations are chronic muscular rheumatism and panniculitis. He 
expressed the opinion that the disease is secondary to  tonsillitis, 
influenza or other infectious diseases. 

Christian * reported a case in a single woman of 25. She had 
fever in recurring attacks, nonsuppurative inflammation of the sub- 
cutaneous fat in nodular distribution, resulting in fat atrophy with 
depression of the skin but no scarring over these areas. He was 
unable to determine the cause. Cultures from the lesions and from 
the blood were sterile, and organisms were not seen in the sections. 
Tests for undulant fever were negative. Leukocytosis was not observed 
during the attacks of fever. Sections of a healing lesion showed ‘in 
places oedema and necrosis of the fat tissue, oedema of the connective 
tissue between fat lobules and a focal infiltration between the fat cells 
and in the connective tissue septums of lymphoid cells, plasma cells, 
young connective tissue cells, endothelial cells, phagocytic for fat drop- 
lets, a few polymorphonuclear leukocytes and a rare foreign body 
giant cell so that much of the subcutaneous adipose tissue thus was 
infiltrated. Fatty acid crystals were not present. Blood vessels as a 
rule were normal. A few showed periarteritis; rarely one showed 


6. Stockman, R.: British Medical Association Lectures on Chronic Muscular 
Rheumatism and Panniculitis, Brit. M. J. 1:293, 1928. 
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endarteritis with proliferation of the endothelial cells. The inflamma- 
tory process did not extend to the dermis and so the skin itself was 
not scarred. No organisms were seen.” 

It is apparent that “toxins” or bacteria may produce these fat 
changes. Many of the patients had foci of infection and presented 
symptoms of systemic invasion of bacteria (fever, arthritis, toxic 
erythema, etc.). Various forms of local trauma may produce fat 
atrophy. An interesting article by Avery‘ discusses a case of his own 
and ten others. The fat atrophy was produced by injections of insulin. 
The author remarks that this reaction is also seen after injections of 


hypertonic dextrose and saline solutions, as well as in the depressed 
sites of injection in narcotic addicts. It therefore is a nonspecific 
reaction, “the result of repeated small traumata to the panniculus 
adiposus,” and might suitably be called ‘ta traumatic atrophic panni- 
culitis.” 

The diagnosis in our case was made clinically and established by 
the histopathologic findings, supported by the symptoms and history. 
Examination of the muscle in close proximity to the nodules showed 
no evidence of trichinosis. Adiposis dolorosa presents an entirely dif- 
ferent picture microscopically. Clinically, however, the two conditions 
might be confused. The cardinal symptoms of Dercum’s disease are 
the formation of tumors varying in size from that of a pea to that 
of an orange, recurring and varying painfulness, asthenia and mental 
irritability. There may be pruritus, stinging or smarting sensations in 
the skin, which may also show superficial dilatation of venules. There 
may also be cyanosis of the extremities and transitory edema. The 
skin may bruise easily. Fresh ecchymoses may occur on various por- 
tions of the limbs and trunk. Our patient presented all of these 
symptoms except the superficial cutaneous manifestations, cyanosis, 
edema and a tendency to bruise easily. 

We feel that we have presented a case of “relapsing febrile non- 
suppurative panniculitis” in which bacterial action in some manner 
produced the inflammation and subsequent absorption of fat, which 
eventually was replaced by connective tissue. Our case is similar to 
those reported by Ketron and Gilchrist, Weber and Christian. 


Dr. S. E. Light gave valuable assistance in arranging and checking many 
references. 


DISCUSSION 


Dr. Frev D. WeipMAN, Philadelphia: I have gained the impression from the 
literature that panniculitis is met with much more frequently in England than in 
the United States. Is this impression true, and have members present seen sucli 


7. Avery, Harold: Insulin Fat Atrophy, a Traumatic Atrophic Panniculitis, 
Brit. M. J. 1:597 (March 30) 1929. 
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cases? English people are likely to have the rheumatic syndrome, and_ their 
climate and habits of diet enter into the picture. I recall a symposium in which 
two schools of thought were represented. One was in accord with our American 
ideas, namely, that the cause of rheumatism is bacterial, but I was surprised to find 
how many felt that a chemical noxa was concerned in the causation of rheumatism. 
In cases of panniculitis one should not fail to inquire concerning the presence of 
endocarditis and of bacteria in the blood stream. In one case my associates and | 
studied we were successful in expressing Bacillus pyocyaneus from the tissues, an 
organism of a very low grade of virulence which usually will not produce suppura- 
tion. I can understand how such an organism might occasionally be responsible for 
these cases of panniculitis, whether the condition is a general infection of the 
blood stream or local. 

Dr. WitttAmM H. Mook, St. Louis: Dr. Alderson mentioned that in 1918 his 
patient had pneumonia. At that time physicians were using a great number of 
injections of camphor liniment in the treatment of pneumonia, and following that 
period we had a number of cases that were the result of these injections. The 
lesions occurred from six months to several years after the injections had been 
given. Later these cystlike, nodular formations in the skin became inflamed, and 
the microscopic pathologic changes were similar to those of tuberculid, the giant 
cell infiltration deep in the skin later followed by fibrosis with oil cysts containing 
the liquid petrolatum oil. I should like to suggest that the case reported by 
Dr. Alderson greatly resembles the case due to injections of camphor liniment. 


Dr. WitttAM ALLEN Pusey, Chicago: Dr. Weidman raised the point of the 
frequency of these cases. My impression is that they are very infrequent with us, 
and that they are not recognized as panniculitis. I have seen some of the cases 
and have accepted them as metastatic infection. The histology seems to be the 
same for the two conditions. The cases due to injections of camphor liminent, 
which Dr. Mook mentioned, bear out this thought. The condition may be a reac- 
tion to a foreign body or one due -to an organism of slight virulence. 


Dr. Harry E. Avperson, San Francisco: We tried to obtain blood cultures, 
but the results were negative. The possibility that the patient may have had 
injections of camphor liniment was considered. She is an intelligent woman, and 
she said she had not received any injections and had not given herself any, and we 
believe her. Pneumonia occurred many years ago. We know that insulin, 
morphine and various substances in nonsterile solutions will produce similar lesions 
to those described. This sort of reaction, as Dr. Pusey pointed out, could just as 
well be produced by bacteria carried from some focus as by other foreign material. 


LEPROSY 


PROTEUS 


JESUS GONZALEZ URUENA, M.D. 


Professor Emeritus of Dermatology, School of Medicine of Mexico 


MEXICO 


CITY, 


MEXICO 


Physicians who are not familiar with the morphology of leprosy 
believe that the disease should invariably occur with the symptomatology 
contained in the classic didactic descriptions. This disease, however, 
like the marine god, changes its appearance at will, probably also with 
a view to hiding its identity from any one trying to investigate it. 


It is commonly believed that leprosy must be nodular, nervous or 
a mixed form. The first mentioned form with its tubercles, principally 
seen on the face, to which they give a typical leonine aspect, is clearly 
shown in figure 1. The second form, the so-called anesthetic or 
trophoneurotic type, recalls Lazarus’ evil with its macular, dyschromic, 


erythematous, scaly, thermo-analgesic leprids, or blistered, pemphigoid 


leprosy, and muscular atrophy, with the loss of thenar and hypoth- 


enar eminences and the interossei, producing an excavated boat-shaped 


deformity of the dorsal part of the hand and clawhand (figs. 2 and 3). 
Finally, there is a mixed form, in which lesions of both the forms men- 


tioned exist. 


However, in practice this is far from reality. No case of leprosy is 


similar to another, and typical, pedagogic forms are uncommon. The 


disease may resemble many dermatoses. 


The cases described here were selected from the records of the 


leprosy dispensary of Dr. Rafael Lucio, in the ‘“Departmento de 


Salubridad” of Mexico. 


VITILIGOID 


Case 1 (Fig. 4).—C. N., a widow, 68 years of age, a Mexican Creole, had 
macular leprosy, with a slight depilation of the ends of the eyebrows. Erythe- 
matous spots were present on the forehead and cheeks, and there was infiltration 


LEPRID; VITILIGO GRAVIOR 


of the lobes of the ears. Identical erythematous spots were scattered on the trunk 


and limbs. All of them were thermo-analgesic. 


This case is notable for the achromic vitiligoid maculae on the neck, 
known as vitiligo gravior or the white morphea of the Greeks. It is 


difficult to ascertain if the erythematous maculae appeared _ first. 
Thermo-analgesia was prominent. As may be seen in figure 4, the 
condition can be differentiated from vitiligo, as there is leukoderma 
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Fig. 2.—Boat-shaped deformity of the hand. 
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3.—Trophoneurotic leprosy: simian hand and clawhand. 


Fig. 4.—Vitiligoid leprid: vitiligo gravior. 
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together with normal pigmentation of the skin, which, by contrast, 
appears to be darker. Besides, the achromia is not so complete as in 


vitiligo. 
PSORIASIFORM LEPRID 
Case 2 (fig. 5).—A. N., a woman, 30 years of age, single, a Mexican Creole, 
a primary school teacher, had tuberculous leprosy. She presented the classic 


Fig. 5.—Psoriasiform leprid. 


leonine facies, entirely covered with lepromas, together with involvement of the 
neck, trunk and limbs. There was marked hyperesthesia to heat and pain. Hansen’s 


bacilli were present in nasal smears. 


The psoriasiform leprids on the hands, arms and forearms are clearly 
shown in figure 5. The lesions are erythematous, scaly and super- 
ficial, with a tendency toward an oval form. On the trunk there are 
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confluent areas resembling psoriasis and showing considerable hyper- 
esthesia to heat and pain. These lesions differ from those of psoriasis 
in that there is lacking the triad of stearin-spots, scaling and oozing 
blood. 

Note the marked localization of leprids at the elbows as in psoriasis. 


Case 3 (fig. 6).—L. F., a widow, 48 years of age, a Mexican Creole, had 
mixed leprosy. She showed erythematous maculae on the forehead, depilation of 
the eyebrows, slight amaurosis, rhinitis, swollen ears, gingivitis and pharyngitis. 
There were lepromas on the back and buttocks, lepromatous infiltrations on the 
forearms, lepromas on the fingers and pigmentary spots on the thighs. A muff- 


Fig. 6.—Psoriasiform leprid. 


shaped area of thermo-analgesia was present on the wrists and forearms. There 
was impaired sensibility of the buttocks and legs. Nasal smears were positive for 
Hansen's bacilli. 


The psoriasiform leprid on the knees shown in the illustration closely 
resembles psoriasis. On the accentuated lichenification of the skin 
over the patella there are erythematopigmentary maculae with large 
adherent scales. A syringomyelian impairment of sensibility exists in 
these leprids. On the lower parts of the legs the ichthyosiform state 
of the skin that is so characteristic of leprosy may be seen. 


ICHTHYOSIFORM LEPRID 


Case 4 (fig. 8).—F. C., a widow, 55 years of age, a Mexican Creole, employed 
as a servant, had mixed leprosy. The ends of the eyebrows were somewhat depil- 
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Fig. 7.—A, typical leprous alopecia at the ends of the eyebrows. B, leprous 
and congenital hybrid ichthyosis. 


55 
455 
4 
4 — 3 
A * 
B 
| 


450 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


ated. There were lepromatous leukomas in both eyes. Lepromas were scattered 
on the trunks and limbs, with some pigmentary spots. There was a cubital cordon 
on the right side. Thermo-analgesia of the feet and the occurrence of nodules 
were noted. 


In these ichthyosiform leprids of the feet and legs there is an 
abnormal state of dryness, with asteatosis, anhidrosis and from slight to 


extreme hyperchromatism. These changes are merely exaggerated 
forms of those which can be observed in leprosy almost constantly, on 
the hands, forearms, feet and legs, particularly on the extensor surfaces, 


Fig. 8.—Ichthyosiform leprid, 


constituting a characteristic sign of the disease. Alterations of the nails 
may be seen: enlargement, opacity, frailty and fractures, 


HYBRID LEPROUS AND CONGENITAL ICHTILYOSIS 
Case 5 (fig. 7).—A. R,, 13 years of age, a Mexican Creole, 132 cm, in height 
and weighing 27.6 Kg. had macular leprosy. There was an evident dystrophy in 
growth, with infantilism; the height did not correspond to the age. This patient 
had ichthyosis and hyperchromatie leprids, 


Here there is a combination of congenital ichthyosis with the ichthyo- 
siform state so frequent in leprosy, The lesions on the dorsa of the 
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hands, as shown in figure 7 4, are an exaggeration of those previously 
described in ichthyosiform leprosy, and constitute a peculiar form of 


ichthyotic leprosy. 

Figure 7 B shows typical alopecia of the ends of the eyebrows and 
the eyelashes in contrast with luxuriance of the hair. This may be seen 
also in figure 1, which represents an advanced case of nodular leprosy. 
Leprosy does not cause baldness. 


SYPHILOID LEPROMATOUS ALOPECIA 


Case 6 (fig. 9).—J. A., 24 years of age, married, a Mexican Creole, employed 
as a laborer, had tuberculous leprosy. Discrete and small nodules were present on 


Fig. 9.—Syphiloid lepromatous alopecia of the eyebrows. 


the face, trunk and buttocks, The skin of the legs was dry, infiltrated and ecze 
matous. There was thermo-analgesia of the lepromatous areas, hands, feet and 
legs. Hansen's bacilli were found in nasal smears. 


The syphiloid lepromatous alopecia of the eyebrows in this case 
offers a contrast to the classic form of alopecia affecting the ends of the 
evebrows (fig. 72); though there is an abundant loss of hair in the 
eyebrows, the ends are normal. Although the lepromas which cause 
the alopecia may be found on careful examination, this case corresponds 
to what Fournier described in the secondary period of syphilis as alopecia 
in patches (en clairiéres). This condition is more common in women, 
in whom the eyebrows are irregularly denuded, in small patches, rather 
than entirely; i. e., the continuity of the arch is broken, 
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Fig. 10.—Neurodermitic lichenoid leprid. 


Fig. 11.—Neurodermitic lichenoid leprid. 
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NEURODERMITIC. LICHENOID LEPRID 
Case 7 (fig. 10).—J, S. G., 30 years old, married, a Mexican Creole, employed 
as a laborer, had mixed leprosy, There were nodules on the face, trunk and limbs, 
pigmented spots, with impairment of sensibility, on the trunk, hands, forearms, 
feet and legs, and slight alopecia at the ends of the eyebrows, Nasal smears were 
positive for Hansen's bacilli, 


The neurodermitic lichenoid leprids shown on the left shoulder in 
figure 10 resemble those deseribed as pruritus with lichenification or the 
so-called Broeq neurodermites, ‘They form an oval pateh with a dark 
external zone (lacking in the contour near the shoulder), showing papil 
lary hypertrophy, a quadrangular outline, principally in the lower por 
tion, and an indistinet external border, .\ second zone, papular and light 
pink, may also be seen. The third zone of central infiltration, described 
by Broeq, does not exist; but the skin of the whole patch is thick and 
infiltrated, There is no itching, but thermo-analgesia is present, 

Case 8 (fig. 11).-M. P., 55 years of age, married, a Mexican Creole, had 
macular leprosy. There were erythematous macules on the face and erythemato- 
pigmentary spots on the limbs, all of them thermo-analgesic. Slight depilation 
was observed at the ends of the evebrows. Nasal smears were positive for Hansen’s 
bacilli. 


As shown in the illustration, the neurodermitic lichenoid leprids on 
the back are similar to those mentioned previously, but are more wide- 
spread and do not have the zones present in the others. There is the 


same syringomyelian impairment of sensibility. 

In all the cases referred to, leprous rhinitis was observed. 

This report is very incomplete, since leprosy may resemble many 
other dermatoses, but it is not possible to depict all the forms in such a 
short note. 
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The term pyodermia gangrenosum signifies a suppurative destructive 
process of the skin. In recent literature, a definite relationship between 
certain well defined ulcerative lesions of the skin and infections of long 
duration elsewhere in the body has been noted. The study and observa- 


tion of such a case prompt us to report our findings. 

Our patient, a woman, showed a widespread progressive ulceration 
of the skin. She also suffered from a prolonged infection of the gall- 
bladder and marked pyuria. It was evident that the lesions of the skin 


were directly dependent on these conditions. Accompanying an exacer- 
bation of either condition there was a marked recrudescence of the 


ulcers. 
The apparently parallel relationship between an underlying infection 


and certain types of cutaneous lesions is the unusual feature of the 


condition. The recognition of this fact moved Brunsting, Goeckerman 


and ©'Leary ' to report a group of similar cases. They were the first 


to designate such cases by the name pyodermia gangrenosum. Five cases 


of extensive ulceration of the skin were described. Four of the patients 


had ulcerative colitis, and one had empyema of the chest. It was pre- 


sumed that these chronic processes produced marked constitutional 


weakness with a lowering of the resistance, thus allowing a pyogenic 
infection to invade the skin. In one case the primary lesions were 


discovered to be pustules surrounded by erythematous zones. The 


pustules broke down and then involuted or extended peripherally. 


Histologically, there was a chronic inflammatory process with pustular 


and ulcerative stages. Staphylococci and hemolytic streptococci were 


Read before the Section on Dermatology and Syphilology at the Eighty-Third 
Annual Session of the American Medical Association, New Orleans, May 13, 1932. 

Studies, observations and reports from the Barnard Free Skin and Cancer 
Hospital and the School of Medicine, Washington University, Departments of 
Dermatology and Medicine, service of Drs. M. F. Engman and W. H. Mook, 
St. Louis. 

1. Brunsting, L. A.; Goeckerman, W. H., and O’Leary, Paul A.: Pyoderma 
Gangrenosum, Arch. Dermat. & Syph. 22:655 (Oct.) 1930. 
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found in the exudates from the ulcers and in sections of the deeper 
tissues in all five patients. Similar ulcerations were produced in rabbits 
by the intradermal inoculation of organisms found in the lesions. 

A similar condition was described by MeCarthy and Fields.? The 


presumption in their case was that lowered resistance due to a prolonged 


colitis favored the production of large cutaneous ulcers. Cultures taken 
from these lesions showed a predominance of hemolytic streptococci and 
Staphylococcus albus. 

The lesions found in our patient closely simulated those described 
in the aforementioned cases. The causative organisms in all of these 
related cases were identical with those found in this patient. 


Fig. 1.—The face during an exacerbation. Multiple granulomatous nodules are 
present. Some have intact surfaces, but many show central necrosis, ulceration and 
encrustation. Scars from former lesions can be seen on the left side of the cheek 
and on the chin. 


REPORT OF CASE 


History. —A woman, aged 41, first entered the Barnard Free Skin and Cancer 
Hospital on June 12, 1931. She was a short, stocky, obese woman, who had 
weighed 204 pounds (92 Kg.) on April 1, but whose weight had decreased to 165 
pounds (74 Kg.) by June 7. The history indicated that she had recently experi- 
enced many attacks of pain in the right upper quadrant of the abdomen accom- 
panied by jaundice and fever. She had had several spontaneous abortions and one 
full term normal delivery. During the few weeks prior to admission she had 


2. McCarthy, Lee, and Fields, Russell: Pyoderma Gangrenosum, New York 
State J. Med. 31:801 (July 1) 1931. 
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experienced considerable pain in the right upper quadrant of the abdomen, accom- 
panied by chills, fever and almost continuous nausea. Thinking that she was suf- 
fering with malaria she took several bottles of 666 (a patented chill tonic). About 
June |, an itching, papular eruption appeared on the face and later spread to the 
trunk and limbs. The patient thought that it was a strawberry rash, as she had 
previously had such an eruption. 

Examination—The physical examination made on the patient’s admission 
to the hospital showed a nervous, obese woman, with a reddened throat and pain 
and tenderness in the right upper quadrant of the abdomen. She was slightly jaun- 
diced. There was an eruption over the face, trunk and extremities characterized 


i 


Fig. 2.—The right thigh and leg. There are multiple discrete, punched-out 


ulcerations. 


by multiple discrete nodules, papules and pustules, many of which had become 
encrusted and ulcerated. There was a temperature of 99 F. The day following 


admission it was 101.6 F. 

Laboratory examinations made at this time revealed that the urine was bile- 
tinged, but otherwise normal; there were no traces of iodine or bromine. The 
sputum was scant and showed no acid-fact organisms. A blood count showed: 
red cells, 4,100,000 per cubic millimeter; hemoglobin, 77 per cent (Dare), and 
white cells, 13,500, with a preponderance of polymorphonuclear cells. As the tem- 
perature subsided the white cell count dropped to 9,600, with a differential count 
showing polymorphonuclear cells, 65 per cent, lymphocytes, 31 per cent and large 
mononuclears, 4 per cent. Roentgen examination of the chest showed a slight 
haziness in the apexes of both lungs with a normal appearance of the heart and 
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ereat vessels and a definite stone in the region of the gallbladder. The Wassermann 
and Kahn tests of the blood were strongly positive. There was 80 mg. of sugar 
per hundred cubic centimeters of blood. 

A few days after admission to the hospital the pain in the right upper abdominal 
quadrant subsided, and the temperature dropped to 99 F. It was noted that the 
smaller nodules and pustules were decreasing in size, and that the ulcers were 
healing. The lesions were treated locally with hot aluminum acetate compresses 
and a bismuth tribromphenate ointment and by immersion in a colloidal bath. 

Improvement continued until about three weeks after admission, when the patient 
had a recurrence of pain in the region of the gallbladder, with a chill and fever. 
This was accompanied by a marked increase in the number of the new lesions with 
an extension of the old ones. They became exceedingly tender and painful, so that 
all local applications were borne poorly, and each change of dressings was torture 


for the patient. 
The cutaneous lesions at this time were described as follows: “The primary 
lesion is a dull red papule or nodule, soft and granulomatous, which becomes pustu- 


Fig. 3.—Large kidney-shaped ulcer of the left forearm. The well defined, 
undermined borders and the glazed surface resemble an amebic ulceration of the 


skin. 


Beneath the crust there is a 


lar and breaks down to form a small crusted ulcer. 
grayish-yellow exudate. Before the papule breaks down there is a central necrosis. 
After the crust forms, a red areola appears about the ulcer. The bases of the open 
ulcers are bright red, dotted with granulations and bathed in foul-smelling, yel- 
lowish-green pus. The borders are slightly raised, jagged, overhanging and under- 
mined. Pressure causes a thick, gelatinous purulent exudate to ooze into the ulcer. 
Just beyond the border there is a dusky red zone from 4 to 5 mm. in diameter, 
which gradually blends into the normal skin. The ulcers are of various shapes, 
but the majority are round or oval. They vary in size from those measuring 1 cm. 
to the largest one, a kidney-shaped ulcer on the left forearm, measuring 11 by 
14 cm.” 

The ulcers seemed not unlike those of amebic origin, but a careful search for 
amebas in the stools and in pus from the lesions revealed no parasites or ova. 
Cultures from the pustules repeatedly showed Staphylococcus albus-haemolyticus 
and a nonhemolytic streptococcus. The blood culture was negative. The patient 
was acutely ill and had a septic temperature, which at times was as high as 104 F. 

Histologic study of an early stage papule revealed a slight acanthosis and some 
intercellular edema. There was an infiltration of round cells throughout the cutis, 
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but they were most profuse in the deeper portions. The infiltration consisted 
almost entirely of lymphocytes and polymorphonuclears, with a few epithelioid 
cells and an occasional plasma cell. The vessels deep down in the corium were 
increased in number and size and were surrounded by the same infiltration of cells, 
which was not limited to the perivascular area, but surrounded the sweat glands 


also. 

Sections of the early ulcers displayed the same type of cellular infiltration, 
which was almost exclusively made up of lymphocytes. The epithelium at the 
borders of the ulcer appeared swollen and succulent, and the cells had lost their 
well defined borders. The older ulcers were traversed by numerous new vessels 
and lymph spaces, swollen and fragmented collagen and a dense infiltration of 
round cells. Many of the vessels were thrombosed. There were surprisingly few 
organisms, but occasional clumps of cocci could be seen. There were no small 


abscesses. 


Fig. 4—The chest, abdomen, right upper extremity and proximal portion of 
the thighs. The nature and extent of involvement are evident; there are early 
papules and nodules on the chest and forearm, unhealed and healing ulcerations on 
the abdomen and scarring of the abdomen, chest and thighs, both recent and more 


advanced. 


Treatment and Course.—Treatment with an alkaline bath, aluminum acetate, 
boric acid and magnesium sulphate packs, bismuth tribromphenate ointment, zinc 
oxide, starch, glycerin aqueous solution and powdered iodoform having been of 
no avail, it was decided to try the application of a pyridium paste. This was done 
by adding 50 Gm. of powdered pyridium to 100 cc. of a 1 per cent (saturated) 
aqueous solution of the same dye. Later the amount of pyridium powder was 
reduced to 10 Gm. This paste was first applied to all of the lesions on August 16, 
and at the same time pyridium tablets were given by mouth in large doses (two 
tablets every three hours). There was a prompt disappearance of the foul odor 
with a decreased amount of pus. The temperature dropped to normal; the pain 
subsided, and general improvement was noted. 
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On August 27, the patient again suffered a recurrence of pain in the right upper 
abdominal quadrant with fever, which caused or was accompanied by an exacerba- 
tion of the cutaneous lesions. After the infection of the gallbladder subsided, there 
was again an improvement in the cutaneous eruption. 

On September 15, the general condition and the ulcers showed considerable 
improvement. 

At this time it was deemed advisable to remove the gallbladder, in the hope 
of restoring the general health. On September 16, Dr. Ellis Fischel cauterized 
the ulcers of the abdominal wall with a soldering iron in order to gain an aseptic 
approach, and removed the gallbladder through a Kocher incision. 

A study of the removed specimen revealed a chronic inflammation of the 
muscularis and a gallstone measuring 5 by 1 cm. The specimen was peculiar in 
that the formaldehyde in which it was preserved was pink owing to the pyridium 
taken by mouth. The surgeons failed to take a specimen for culture at the time 
that the gallbladder was removed. 

There was an uneventful postoperative recovery. 
union, and the lesions of the skin continued to improve. 

On October 3, the patient had a chill and fever of 102 F., with pain and burning 
Microscopic examination of catheterized urine showed pus cells and 
organisms. Repeated cultures of the urine revealed a nonhemolytic streptococcus 
and a few colonies of Staphylococcus albus. Culture of the blood at this time 
This infection was followed by a recrudescence of 


The wound healed by primary 


on urination, 


showed Staphylococcus albus. 
the remaining ulcers and an outcropping of new papules in various portions of the 
hody. This was similar in every respect to the outbreaks that had succeeded the 
attacks due to gallstones. Clearly a new pyogenic focus of infection was estab- 
lished in the urinary tract. 

In addition there appeared an increasing anemia. 
from 3,670,000 cells, on October 5, to 2,940,00, on October 12. Despite the severe 
urinary infection, the white cell count did not exceed 8,000. In view of the anemia 
and general weakness it was decided to give the patient a transfusion of blood. 
This was done on October 15, but after 250 cc. of blood had been given by the 
indirect method the patient had a severe anaphylactic shock and became cyanotic 
Emergency stimulation tided her over the crisis, and the circulation 


The red cell count dropped 


and pulseless. 
gradually improved, but for many days the patient was in a state of extreme 
A bullous erythema multiforme appeared 


physical weakness and mental unrest. 
The pyuria 


the day after the transfusion, and many of the lesions ulcerated. 
decreased in severity slowly and gradually, and by November 15 it had entirely 
disappeared. 

On that date it was noted that many ulcers had healed completely, although 
several open lesions remained. These showed signs of healing as evidenced 
hy scanty exudate, new granulation tissue, epithelial islands on the surfaces and 
marked diminution of pain and tenderness. There had been only an occasional 
new papule as the urinary infection subsided. The general condition was poor, 
owing to the patient’s refusal to take food and her opposition both to forcible 
feeding and to further therapy. She became irritable, refusing food unless permis- 
sion to go home was granted. 

Therapeusis consisted in the local application of various medicaments and the 
institution of general supportive measures as previously noted. The employment 
of antiseptic dressings, which are usually effectual in pyogenic ulceration, was of 
no avail. Besredka’s antivirus, stock bacteriophage and dry heat applied locally 
resulted in no improvement. The application of a pyridium paste rendered the 
ulcers less painful and diminished the foul-smelling secretions. 
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The administration of pyridium by mouth and the instillation of a 1 per cent 
aqueous solution of the same dye in the bladder were effective in controlling the 
urinary infection. Following improvement of the pyuria and the removal of the 
gallbladder there was definite improvement of the cutaneous lesions. 

The advisability of antisyphilitic treatment was considered. The chief reason 
for not employing it was that, in our opinion, the picture of the local lesions was 
not that of syphilis. Furthermore, the patient’s condition contraindicated intensive 
antisyphilitic therapy with the arsenicals, bismuth, mercury or iodides. 

The greatest obstacle in the general treatment of the patient was our inability 
to institute a satisfactory dietary regimen. Her constant refusal of almost every 
kind of food, both in the hospital and at home, resulted in marked inanition. This 
contributed materially to her lack of resistance and to her ultimate death. 

On December 5, the patient was discharged from the hospital under protest. 

After her return home she was treated by other physicians, who kindly permit- 
ted us occasionally to visit the patient. Lack of cooperation rendered therapeusis 
at home difficult. Inanition increased, and finally on Feb. 4, 1932, she became 
comatose. There was a marked acetone odor of the breath. Death occurred at 
11 p. m. on February 5. 

Autopsy.—Fortunately, permission for an autopsy was granted. This was per- 
formed by Dr. Louis H. Jorstad on February 6. The essential necropsy data 
included marked anhydremia, extensive loss of subcutaneous fat and pronounced 
anemia. There were twelve ulcers of varying sizes and many healed lesions widely 
distributed over the body. There were no lesions of the alimentary tract. The 
liver and kidneys showed diffuse cloudy swelling. There was a typical splenic 
tumor and evidence of bronchopneumonia. 


SUMMARY 

A patient with a 4 + Wassermann reaction and a history of miscar- 
riages showed pyogenic lesions of the skin that were clinically not 
syphilitic. The course of the cutaneous condition so closely paralled 
the progress of coincidental inflammations in the biliary and urinary 
tracts that some relationship between the two seemed to exist. 

The primary lesions of the skin were papules and small nodules 
tending to form undermined deep-seated ulcers, Histologically, there was 
a low grade inflammatory process, mild in the early papules and gradu- 
ally becoming more intense as the ulceration developed, This was 
evidenced by the preponderance of lymphoeytic infiltration throughout 
all of the microscopic sections, ‘This appearance was similar in many 
respects to that in previously reported cases, 

Smears and cultures from the lesions repeatedly showed the pre- 
dominance of a hemolytic Staphylococcus albus and a. streptococcus. 
Heretofore, similar organisms presumably acting in symbiosis have been 
noted in all cases. By the inoculation of these organisms, combined in 
culture, certain observers were able to produce analogous lesions in 
rabbits. The important question to decide is whether the presumptive 
evidence of the symbiotic relationship of the organisms found in this 
patient characteristically differentiates the condition from the ordinary 
pyodermatoses. 
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DIFFERENTIAL DIAGNOSIS 


As it was known that the patient had a positive Wassermann reac- 
tion of the blood it was necessary to consider syphilis as the possible 
etiologic agent. The clinical course of the disease and the character of 
the lesions without definite grouping and with little infiltration did not 
conform to the picture of any known syphilitic infection. Some of the 
ulcers were serpiginous and kidney-shaped, but these criteria of syphilis 
were discounted by the boggy, undermined border and the outer 
erythematous zone. Despite the absence of symptoms and physical signs 
of syphilis, it may be assumed that a syphilitic infection contributed 
materially to the lack of resistance of the patient. 

Although the appearance of the lesions simulated those of amebic 
origin, Drs. M. F. Engman, Sr.,° Richard S. Weiss and M. F. 
Engman, Jr.,* who are conversant with the subject of amebiasis cutis, 
believed that the clinical character of amebic ulcers differed funda- 
mentally from those found in the case herein reported. Repeated search 
in the pus from the lesions and in the stools failed to show the presence 
of amebas, and necropsy revealed no lesions of amebic origin. 

On admission the history of the use of patented tonics together with 


the appearance of papules in crops suggested the possibility of iodo- 
derma or bromoderma. The failure to demonstrate any drugs in the 
excreta, the histologic picture and the continued appearance of new 
lesions made the diagnosis of an eruption due to drugs untenable. 


Hiemolytic streptococecic gangrene as described by Meleny,® Jen,° 
Bates ? and Fallon * is somewhat akin to the process described. Strepto- 
coceie gangrene, however, arises from a superficial break in the skin 
and causes a more fulminating type of lesion, frank gangrene occurring 
in from five to eight days, accompanied by ulcerations and necrosis of 


the subcutaneous tissues, This cycle was not present in our case, 


The clinieal appearance and the absence of the causative organisms 
ruled out the diagnosis of blastomycosis, actinomycosis, sporotrichosis 


and ecoceidioidal granuloma, 


4. Engman, M. and Heithans, A, S Amebiasis Cutis, J. Cutan, Dis 
$7:715 (Nov.) 1919 
4, Engman, Martin Jr, and Meleney, Henry Eo: Amebiasis Cutis 


meba Histolytiea), Arch, Dermat. & Syph, 24:1 (luly) 1931, 

5. Meleney, Frank L.: Hemolytic Streptococcus Gangrene, Arch Surg. 01317 
(Sept.) 1924, 

6. Jen, T. K.: Hemolytic Streptococcus Gangrene, China M. J. 43:889 (Sept.) 
1929, 

7. Bates, John T.: Subcutaneous Streptococcus Gangrene, Ann, Surg. 90: 
1029 (Dec.) 1929, 

8. Fallon, John: Hemolytic Streptococcal Subcutaneous Gangrene, Arch. 


Surg. 18:1817 (April) 1929. 
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The appearance of the ulcers conformed closely to that of widespre« | 
ulcerations following operation as described by Cullen,’ Christopher, ’ 
Brewer and Meleny ' and Baker and Terry.'* In our case, however, 


there was no antecedent incision to establish a connection between the 
skin and the viscera. In fact, the laparotomy wound for the removal 
of the gallbladder did not break down but healed in a normal manner, 
without the formation of a fistula. 

A widespread ulcerotuberculous eruption was ‘also considered. The 
histologic picture conformed closely to that of certain types of acid-fast 
infection of the skin. The rapid formation of the process, its quick 
extension and the failure to find evidence of a tuberculous infection 
elsewhere rendered such a diagnosis unlikely. 


COM MENT 


As was pointed out by Brunsting, Goeckerman and ©’Leary, the 
exact classification of this unusual pyodermatosis is difficult. The cum- 
hersome and inappropriate names of many dermatologic diseases cause 
much confusion and, at times, disparagement. Therefore, one is 
hesitant to indorse the addition of a new term unless there is ample 
justification for it. Certain features existing in this group of pyogenic 


ulcerations seem to warrant their classification as a distinct entity. 

It is well known that furunculosis and cutaneous abscesses appear 
not infrequently either following or concomitant with debilitating dis- 
eases. However, remissions and exacerbations of the lesions of the skin 
do not usually follow so closely the respective variations of the primary 
disease. Furthermore, the destruction of cutaneous tissue is not usually 
so marked in the aforesaid conditions as in pyodermia gangrenosum. 


CONCLUSIONS 
1. .\ case of an extensive and unusual ulceration of the skin occur- 
ring with disease of the gallbladder and infection of the urinary tract is 
described. .\ positive blood culture and a positive Wassermann reaction 
of the blood were noted. 


9. Cullen, T. S.: A Progressively Enlarging Ulcer of the Abdominal Wall 
Involving the Skin and Fat Following Drainage of an Abdominal Abscess Appar- 
ently of Appendiceal Origin, Surg., Gynec. & Obst. 38:579 (May) 1924. 

10. Christopher, F.: Severe Spreading Carbuncular Infection of Chest Wall 
Following Rib Resection Under Local Anesthesia, S. Clin. North America 4:795 
(June) 1924. 

11. Brewer, George E., and Meleney, Frank L.: Progressive Gangrenous 
Infection of the Skin and Subcutaneous Tissues, Following Operation for Acute 
Perforative Appendicitis, Ann. Surg. 84:438 (Sept.) 1926. 

12. Baker, W. H., and Terry, C. C.: A Case of Postoperative Progressive 
Gangrene of the Skin, J. A. M. A. 98:138 (Jan. 9) 1932. 
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2. The condition corresponds more closely to conditions previously 
described as pyodermia gangrenosum than to any other similar type of 


disease. 
3. Pyridium exerted a favorable local effect on the ulcers. 


DISCUSSION 


i think that the clinical features 


ABSTRACT OF 


Dr. W. H. GoecKERMAN, Rochester, Minn. : 
correspond exactly to those we reported some time ago. I have little to add but 
should like to emphasize a point or two. 

I was much impressed by the fact that a positive culture of the blood was 
obtained, for I have felt that such cases are embolic in origin, and that at certain 
times showers of bacilli are thrown into the blood stream. I based this conclusion 
on the fact that in my cases of colitis I was unable to control the lesions of the 
skin by local treatment but by controlling the colitis by means of the oral adminis- 
tration of a brand of acetarsone, the lesions of the skin cleared up. Some of the 
patients whom I treated are well so far as the cutaneous lesions are concerned, 


while others have had relapses. 

Another point is that amebiasis cutis evidently simulates these lesions very 
closely. I understand that Dr. Guy reported at Havana last week a case of nocar- 
diosis which was similar to this. It may be that the organism that is responsible 
for this type of lesion has not yet been discovered. The lesion is not like that seen 
in cases of streptococcic gangrenous ulcers that develop postoperatively in many 
instances. It would be difficult to say whether or not syphilis played a roéle in this 
particular case, but I feel that it did not. I feel sure that in the cases we have 
observed syphilis was not responsible for the lesions. 

Dr. WitttAmM H. Guy, Pittsburgh: The case reported by Dr. Helmbold and 
me at the meeting at Havana agrees in the main with the case herein reported, 
but there are some minor differences. Our patient, a woman, aged 36, with no 
physical ailment, had lost 60 pounds (27 Kg.) in three years, owing to financial 
worries. At the end of that time, a subcutaneous, painful nodule developed at the 
umbilicus ; it spread from symphysis to symphysis, with the same surrounding zone 
of inflammation that was mentioned in the case reported. The border became 
gangrenous and sloughed to the musculature. At the same time the patient had 
a septic temperature and bloody dysentery. The lesion was very painful until the 
slough separated, and healing was slow. Soon after the first lesion healed the 
left leg became involved, the lesion extending from the knee to the ankle. This 
lesion was accompanied by the same physical symptoms. When the lesion of the 
leg had almost healed, another lesion appeared on the left thigh, extending to a 
diameter of about 12 cm., and the same general symptoms were present. When 
this lesion was partially healed another one appeared on the right breast, and it 
was then that the patient came under our care and was hospitalized. This lesion 
also progressed subcutaneously and was erythematous and quite painful, spreading 
with an erythematous zone about 2 inches (5 cm.) wide and extending into the 
subcutaneous fat. There were a rise in temperature, chills, nausea and anorexia, 
with the general symptoms of acute infection. 

Cultures of the blood were made and remained sterile until the eleventh day, 
when a pure culture of Nocardia was obtained in the transfer tubes and broth. 
Following this, tissue was removed from the deepest border of the cellulitis, and 
this material was examined histologically. Both anaerobic and aerobic cultures 
were made. The aerobic culture became contaminated and was soon discarded. 
From the anaerobic culture the pure growth of Nocardia was obtained on the 
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thirty-seventh day. The infiltration was predominantly perivascular; there was a 
scattering of various types of cells, chiefly polymorphonuclear leukocytes. The 
deep vessels were markedly thrombosed, and there were some foci of necrosis 
through the collagen. 

On the basis of the reported improvement with such therapy in cases of this 
character, a transfusion of blood was given; this seemed well tolerated, and the 
lesions seemed to improve. When we first saw the patient she had had about 
seventeen lesions, which would correspond to the picture of the lesions depicted 
in the case reported. Following the recovery of Nocardia, the therapy consisted 
of intravenous injections of iodine, as suggested by Bedford Shelmire, and prompt 
improvement occurred. Compound solution of iodine in ascending doses was 
first employed, but later a proprietary iodine preparation was substituted because 
the compound solution of iodine caused sclerosis of the veins, and spasms of the 
vessels during injection made the treatment difficult. Within three weeks, the 
process having been of fifty weeks’ duration, the lesions had healed entirely, and 
at the end of a month the patient went home perfectly well. 

To my mind, this is a definite clinical picture. The association of bloody dysen- 
tery, which was not present in Dr. Lane’s case but which was present in some 
of Dr. Goeckerman’s cases and in ours, with the septic temperature, with the low 
white cell count, never above 12,000, is significant. Just following a chill culture 
of the blood gave positive results, but at no other time. The association of the 
ulcers in the bowel and the lesions on the skin and the other findings constitute 
a definite clinical picture. We decided that it was an unusual condition, with 
Nocardia in the skin and thrombus of the deep vessels producing gangrene. I 
think it quite possible that the same clinical picture may be produced by a variety 
of infectious agents. In all cases lowering of resistance is an important predis- 
posing factor. 

Dr. Jack Jones, Atlanta, Ga.: I have been greatly interested in studying the 
cases that have occurred throughout the country, and am glad to hear the descrip- 
tion of another, for I hope that sooner or later something will be learned about 
this condition. I have had two patients under observation. 

The first case was that of a patient of the Veterans’ Bureau, whose case was 
reported by Dr. Eichenlaub of Washington. This patient died later. I saw the 
second patient in consultation four or five months ago, when the patient was under 
the care of a surgeon. A number of physicians in Atlanta saw this patient with- 
out being able to reach any definite conclusions concerning his condition. It is 
striking how closely that case corresponded with the one just reported. The sur- 
geon who had the patient under his care was conscientious and painstaking. The 
patient recovered; no one knows why. The first organism isolated was thought 
to be Bacillus anthracis, but later this organism was thought to be a contamination. 
Various types of streptococci, staphylococci and other organisms were found. 

As was brought out by Dr. Guy, the patient received numerous transfusions 
of blood and, after being in the hospital for four or five months, recovered. I do 
not feel that any one has obtained the real facts of this condition as yet. 

Dr. M. F. ENGMAN, Jr., St. Louis: I wish to endorse what Dr. Jones has just 
said, namely, that we have not heard the last word about these peculiar ulcers. 
Two years ago, Dr. H. E. Meleney and I reported two cases in which we found 
amebas, and in which the amebas certainly seemed to be the pathogenic agent, 
that is, if one is willing to accept amebic abscess of the liver and amebic ulcers 
of the intestines as being due to amebas. We found the amebas not only in the 
surface pus or as a possible contaminant of the ulcers, but also deep in the cutis, 
in the subcutaneous fat and in the abdominal musculature. In areas at a distance 
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from the necrotic portions of the ulcer the amebas were present with little inflam- 
matory reaction around them. This is exactly as my father, Dr. Engman, Sr., 
reported in his cases in 1919; that is, that the amebas may be present in the 
normal tissue, and that until the tissue dies, there are no leukocytes and little 
inflammatory reaction. 

I wonder what organisms one would expect to find in an ulcer of the skin or 
even in the normal skin itself? Certainly it is not surprising to discover staphylo- 
cocci and streptococci of various types, and the mere observation of the two organ- 
isms existing together cannot in itself imply symbiotic relationship or that these 
organisms are responsible for the pathologic condition present. In the Barnard 
Free Skin and Cancer Hospital the flora of a few varicose ulcers and ulcerative 
carcinomas have been cultured. Various types of staphylococci, streptococci and 
other organisms were found. Some of them were hemolytic and some were not. 
In such instances I do not believe that any one would go so far as to to say that 
these organisms were responsible for either the varicose ulcers or the cancers. If 
one assumes that pyodermia gangrenosum is caused by staphylococci and strepto- 
cocci in symbiosis, I think that some third unknown factor is needed to explain 
the pathogenesis. There must be some local lack of resistance, some general debili- 
tating disease or, perhaps, other undiscovered factors. In our amebic cases great 
numbers of the organisms reported in Brewer and Meleney’s original cases were 
found. 

The résumé that Dr. Guy gave of his case certainly seems to indicate that 
Nocardia caused the ulcers in that instance. I should like to know whether 
staphylococci and streptococci such as have been described were found in his 
case. This observation may be of importance in discussing pyodermia 
gangrenosum. 

Dr. C. MALONE Stroup, St. Louis: I appear before you, not as a dermatologist, 
but as an internist; this case interests me a great deal from the medical standpoint. 

The apparent relationship between the pyuria, the disease of the gallbladder 
and the lesions of the skin was striking in this case. Cultures of the blood gave 
repeatedly negative results except on two occasions, when, just after a chill, accom- 
panied by a marked exacerbation of ulcers, the cultures gave positive results. 
A culture was made of material from a pustule before it had broken down into an 
ulcer. Iodine was applied to the skin, a small needle was inserted and pus was 
withdrawn. The culture showed a pure strain of Staphylococcus albus. After the 
pustule broke down, a large number of streptococci were found underneath the 
border. All cultures were made anaerobically and aerobically on dextrose broth, 
blood agar plates and aerobically on Sabouraud’s medium. 

The improvement following the application of pyridium was striking. Pyridium 
is a dye used as a urinary antiseptic, which has been definitely shown by urologists 
to be coccicidal. For this reason and because of the fact that there was a pre- 
dominance of cocci, pyridium was applied locally. On the day the pyridium was 
applied the patient had a temperature of 104 F. and had not been able to eat, and 
there had been an extremely foul-smelling discharge from the lesions. Within 
twenty-four hours, the temperature fell to normal, and the odor was absent. 

This transient but definite improvement was of considerable interest from the 
therapeutic point of view, and we believe that the patient would be alive if it had 
not been for the great difficulty in feeding her. She was mentally unstable, and 
we expected to find at necropsy some evidence of syphilis of the central nervous 


system, but none was found. 
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These results are presented in stfpport of our theory that lichen 
planus is an infection by a specific organism. We also believe that 
individual susceptibility is an important factor in the production of this 


disease. 


THE ORGANISM 


The organism isolated (figs. 1 to 4) is an anaerobic, nonmotile, non- 
encapsulated, nonspore-bearing, gram-negative bacillus, varying from 
about 2.5 to about 3.7 microns in length and from about 0.5 to about 
0.7 microns in thickness. It is somewhat polymorphic, and not only 


grows sparsely but also undergoes granular degeneration, and ceases to 


grow after a short time on the usual varieties of mediums. Though 


somewhat polymorphic, it resembles organisms of the colon typhoid type, 


but on account of its poor growth we have been unable to classify it. The 


manner of growth is curious, dense clumps of various sizes being found 
in actively growing cultures, with relatively few individual organisms. 
There is no chain formation, nor is the clumping of the palisade type 
found in cultures of diphtheroid organisms. 


COLLECTION 


OF 


MATERIAL 


Material was always collected from arms or shoulders, chiefly fore- 
arms, on account of the possible presence of gram-negative bacilli on 
the lower parts of the body. Active typical lesions of lichen planus 
usually from untreated patients, but occasionally from those who had 


been treated, were chosen. A large area of skin around the lesion was 
painted with either tincture of iodine or 5 per cent acriflavine in alcohol, 
which was allowed to remain for about a minute, after which all color 
was removed by means of several vigorous scrubbings with 95 per cent 
alcohol. The lesion was then removed, including some of the sub- 
epithelial structures in order that exudate would be present in the 


From the Dermatological Department, University of Pittsburgh School ot 
Medicine. 

Read at the Fifty-Fifth Annual Meeting of the American Dermatological 
Association, Havana, Cuba, May 3, 1932. 
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Fig. 1—A pair of organisms from forty-eight hour culture. 


2.—A pair of organisms showing vacuoles. 


Fig. 3.—Clump of organisms, showing variation in size. 
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specimen. Scrapings from a lesion may also be used, provided tissue 


from the depth of the lesion is obtained. The tissue or scrapings are 
placed in a medium and incubated for 48 hours at 37.5 C. 


TECHNIC AND MEDIUM 


We have tried a great number of different kinds of mediums with varying and 
usually discouraging results. We finally found that results were excellent with a 
semisolid dextrose serum agar containing small cubes of tissue. This medium is 
made by mixing a 4 per cent dextrose agar with enough human serum to form a 


Fig. 4.—Large clump of organisms, showing typical manner of growth. 


semisolid mass. Either before or after mixing, the serum must be inactivated 
between 56 and 60 C. for a number of hours. We usually heat for ten hours, 
being careful not to coagulate the serum. Other methods may prove successful 
later, but we found this technic satisfactory after a great number of failures. 
Previous failures led us to believe that normal serum contains an antibody which 
inhibits the growth of this organism, and which must be destroyed before successful 
cultures can be made. This belief was strengthened by the fact that several posi- 
tive cultures resulted from the use of blood from cases of lichen planus which had 
been inactivated at 56 C. for only one-half hour, and also by the fact that once when 
the organism was grown on liquid medium, agglutination reactions showed normal 
serum to have a higher agglutination titer than serum from cases of lichen planus. 
We avoid coagulation of the serum because of indifferent results on solid mediums. 
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Tissue from lichen planus lesions is planted deep in this medium; the surface is 
covered with melted petrolatum, and incubation is then carried on for forty-eight 
hours in the usual way. Following this, the organism can be demonstrated in nearly 
all cultures in cases of lichen planus. On account of the depth of the cultures, they 
are best handled with capillary pipets in order to insure obtaining material from 
near the tissue. Smears from this portion of the tube practically always show the 
organism in clusters, somewhat polymorphic and only occasionally granular. Older 
cultures (from five to six days) show a greater amount of granular degeneration, 
frequent vacuolation and considerable polymorphism. Secondary cultures will 
grow well on this medium, but very poor growth in most cases results from transfer 
to liquid mediums. The accompanying table shows our results in (1) lichen planus, 
(2) normal skin and (3) other diseases. 


INOCULATIONS 


Nine subjects, including both of us, were inoculated with cultures of 
this organism in fresh scratches on the forearm. These inoculations 


Results of Culture of Material from Different Cases 


Number of G— Bacilli Other Organisms Sterile 
Cases Found Found 5 Days 


Lichen planus... . 28 25 2 G+ cocci 1 
Normal skin........ 10 0 1G+ ecocei 
Other diseases: 
3 0 2 G+ cocci ! 
Pityriasis rosea... . 4 0 1G+ cocci 3 
Papular dermatitis.............. 8 0 2G+ cocei 6 


(Arsenic, sulphur, ete.) 


were covered with a dry dressing for several hours and were observed 
at intervals for some months. 

In three subjects no reaction occurred, and in one week the site of 
the scratches was difficult to distinguish from the surrounding uninjured 
skin. 

Two other subjects showed an inflammatory papular reaction along 
the scratches with several small glistening papules nearby. These dis- 
appeared promptly within two weeks. 

The reactions in the other four subjects varied in intensity, but all 
lasted over a period of months. In all cases a papular inflammatory 
reaction occurred along the lines of scratches, and papules appeared 
nearby. In two of these cases a mild but definte buccal reaction 
occurred. 

The most marked result occurred in one of us (Dr. Jacob), in whom 
definite clinical lichen papules occurred, as well as a reaction of a papular 
inflammatory character along the lines of the scratches (fig. 5). From 
one of the papules some distance from the scratch, the organism was 
recovered six weeks later, and in a superficial scaly plaque near the 
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scratches, it was again isolated six months later. After the appearance 
of these papules, we waited for a period of two and a half months in 
the hope that a larger, more pronounced lesion would occur, but when 
all of them began to fade, one was removed for section. This lesion was 
a flat, shiny, violaceous, polygonal papule. A section (fig. 6), under low 
power magnification, showed a slightly elevated papular formation. The 
cornified layer was rather loose and of moderate thickness throughout. 
The epidermis varied, at places being rather thin, and at other places 
moderately thickened. The stratum granulosum was thickened. The 


Fig. 5—Reaction along scratch marks and papules on forearm six weeks after 
inoculation with the gram-negative bacillus. 


stratum mucosum showed parenchymatous and interstitial edema. The 
cells were large, sharply outlined and frequently vacuolated, and pre- 
sented prominent spinous processes. The interpapillary processes were 
flattened. Beneath the slightly elevated area there was marked edema 
of the papillary zone extending into the superficial portion of the sub- 


papillary zone. This area also showed an intense, sharply demarcated, 


cellular infiltration composed almost entirely of lymphocytes, but con- 
taining an occasional eosinophil. This exudate was sharply limited to 
the papillary and subpapillary zones, extending deeper in the perivascular 


spaces. 
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DEMONSTRATION OF THE ORGANISM IN TISSUE 
We attempted to show the organism in tissue by various bacterial 
stains, with discouraging results. Tissue which had been incubated 
forty-eight hours was then removed from the medium and _ sectioned 
after some difficulty in fixation. Bodies resembling the organism seen 
in smears were found (fig. 7). With a great deal more difficulty tissues 


Fig. 6.—Low power photomicrograph of papule from arm shown in figure 5. 


Fig. 7—Photomicrograph, showing organisms in tissue. 


which had been incubated four and five days were sectioned, and 
organisms could be found easily with a simple borax methylene blue 
(methylthionine chloride, U.S.P.) stain. Organisms were found in the 
exudate and deeper, but we were unable to identify any in the epithelial 
structures, 

SUMMARY 


A gram-negative, anaerobic bacillus was isolated from twenty-five 
of twenty-eight cases of lichen planus. Semisolid dextrose serum agar 
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containing cubes of human tissue was the medium used. The serum use: 
must be inactivated at from 56 to 60 C. for a number of hours. The 
organism was not found in normal skin, nor in a number of cases o/ 
other papular diseases used as controls. Inoculation of human skin with 
this organism, in a few instances, produced lesions which both clinically 
and histologically resembled lichen planus. The organism could be easily 
demonstrated in section in the exudate of lichen planus lesions incubated 
for forty-eight hours or more. 


ABSTRACT OF DISCUSSION 

Dr. Uvo J. Witt, Ann Arbor, Mich.: I believe that this is the most important 
paper that I have listened to before this organization for many years. I know that 
Dr. Jacob and Dr. Helmbold will feel that early corroboration of their work is 
desirable. If, as seems likely, the problem has been thoroughly controlled, we have 
at least brought into the light of fact one more disease in which there has been up 
to now an obscure etiology. There are many who have believed for a long time that 
lichen planus was due to an infectious agent, and considerable work, none of which 
has stood the test of time, has already been undertaken in this connection. 

I believe that the trend of thought in recent years has been against an infectious 
agent rather than for it, and perhaps the majority have believed that lichen planus 
is the expression of some neurogenic disorder. Here we have had presented work 
that has the earmarks of specificity. 

I should like to hear from the essayists whether they believe that this organism 
produces a systemic infection, or whether they lean toward the view that the 
organism spreads from one lesion to another. 

In conclusion, I wish to express my congratulations to the authors and my 
appreciation of this splendid work. 

Dr. George M. MackKer, New York: I understood that Dr. Jacob produced 
the disease in a patient who had not previously had lichen planus. That is one 
of the most conclusive features of his work. I hope that Dr. Jacob and his col- 
laborator will try reinoculations. The first inoculation, followed by the production 
of a lesion of some kind, might lessen the subject’s specific resistance. The second 
inoculation, a week or two later, might be followed by an eruption more suggestive 
of lichen planus. 

This is the most important contribution that this association has received in 
many years. In addition to congratulations, I wish to express my admiration 
because of the persevering effort and particularly because a dermatologist, working 
in collaboration with a bacteriologist, has succeeded when bacteriologists alone have 


failed. 

Dr. Water J. HiGhMAN, New York: I wish to ask Dr. Jacob whether the 
lesions he produced on himself clinically resembled lichen papules of if they were 
ordinary papules. It would be corroborative evidence if they resembled lichen 


planus. 
Dr. T. R. He_mporp, Pittsburgh (by invitation): There is very little to add, 
but I might mention something about the culture medium we were compelled to 


develop before we could grow this organism. 

Early in the work we were using animal serum, but with little success. We 
have not gone back to that since we developed the medium composed of human 
serum, so that we do not know at the present time whether we can prepare mediums 
from any serums other than that from man that will be suitable. 
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Our early work was rather disappointing in that we could not regularly grow 
the organism with any degree of success. Occasionally, we would see it, but the 
secondary cultures usually were sterile and the results were discouraging. In those 
days our medium was prepared with beef and horse serums. The early medium 
prepared with human serum was unsuccessful until we prolonged our period of 
inactivation. We then obtained positive cultures more frequently but not con- 
stantly. It was not until we began to add meat to the medium that we had 
consistent results, the organisms apparently being highly anaerobic. At first we 
used only human tissue, but later we had equal success with the addition of guinea- 
pig tissue. We ordinarily add blocks of heart or kidney that have been autoclaved 
for thirty minutes and then the medium is heated until it coagulates into a soft, wet, 
grayish mass. We have met with considerable difficulty in atiempting to prepare 
a fluid medium that will grow the organism so that we could centrifuge it and 
thus be able to work with suspensions. So far we have grown the organism only 
with semisolid and semifluid mediums, and we cannot successfully wash the organ- 
ism from these. 

Up to the present time, we have utilized no animals for inoculation, this work all 
having been done on the human being. Dr. Jacob and I have both been inoculated, 
with a successful take only in Dr. Jacob. 

Dr. Frep Wise, New York: I should like to know whether any attempt has 
been made to get the organism from the buccal mucosa. 


Dr. Water J. HiGuMAN, New York: I should like to know whether any 
attempt was made to get the organism from a noninfected subject, and whether 
Dr. Helmbold thinks it would be important to try to grow the organism in 
animal skin. 

Dr. Frep D. WetpMAN, Philadelphia: All of us observed that the authors did 
not claim that they had discovered the cause of lichen planus; they maintained a 
reserve which is entirely proper in a piece of work at this stage. They have, as I 
see it, done everything that could possibly be done in the way of fulfilling Koch’s 
postulates. To go further and attempt to reproduce a disease exactly like lichen 
planus I think is beside the point, because the background and constitution of the 
subject must necessarily play a part in the tissue reaction against an irritant. The 
authors have given us the most definite information we have anywhere to date as 
to a possible specific cause for lichen planus. I have always felt that lichen planus 
was not a micro-organismal condition and that, as with psoriasis, it was a reaction 
to some circulating toxin. However, the fact that the organism described today is 
difficult to grow is in its favor, like Treponema pallidum and the tubercle bacillus. 

The fact that this is a gram-negative bacillus and has characters in conformity 
with the colon bacillus also gives us pause, because Guy has reported tuberculid- 
like lesions due to the colon bacillus. Perhaps the two organisms are related. With 
the passing of Koch we have gotten away from our hidebound ideas about immu- 
tability of bacterial species; looking over a program of papers that were read at a 
recent meeting of bacteriologists and pathologists, I was struck by the zeal with 
which they are pursuing the subject of mutation. It is easy to understand how 
some of the organisms that are ubiquitous in the intestinal tract could get into the 
blood and reactions result in the skin. There are several more or less detached 
items of this sort which make us think about the possibility that lichen planus is a 
hacillary “id,” perhaps at times tubercle baccilus, at others colon bacillus and, again, 
this bacillus of Jacob and Helmbold. 


Dr. Hamitton Montcomery, Rochester, Minn.: The histopathologic slide 
presented all the diagnostic features seen in lichen planus. It is interesting to note, 
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however, that in many cases of lupus erythematosus, especially of the disseminat: 
type, most, and sometimes all, of the microscopic features of lichen planus may bx 
found. Because the fundamental pathologic changes are similar, I hope Drs. Jacoh 
and Helmbold will investigate cases of lupus erythematosus with a technic similar 
to that which they have used for cases of lichen planus in the hope that they may 
also find the causative organism for lupus erythematosus. 

Dr. WittiAm H. Guy, Pittsburgh: I have been much interested in the progress 
of this work and wish to call attention to the fact that it is not only of recent years. 
Dr. Jacob began the work about nine years ago, and he has been working on it 
since that time with the success noted only during the last year. 

The susceptibility of the subject to lichen planus is one of the great difficulties 
in proving the postulates of Koch. The one great thing that is lacking is that the 
experimenters were unable to produce absolutely typical lichen planus. An attempt 
was made to overcome the natural immunity by selecting mentally defective patients 
who were in a bad condition, and in those they got the most positive results. There 
were some suggestive lesions, but if you had been asked to make a diagnosis 
clinically of lichen planus, I doubt whether you would have been willing to do so. 
The question of individual susceptibility is also significant, in that when cultures 
were obtained in pure culture practically no agglutinins were found in those subjects, 
whereas normal persons have them. Therefore, it requires that particularly sus- 
ceptible person before you can hope to produce absolutely typical lichen planus. 

Dr. WitttAmM H. Mook, St. Louis: Dr. Engman and I have always felt 
that lichen planus is due to an organism, on account of the clinical picture and 
course of the disease. The distribution of lichen planus, the constitutional symptoms 
that precede the generalized eruption, the distribution of lesions at points of trauma, 
which is similar to that in acute infectious diseases such as scarlet fever or small- 
pox, the fact that the eruption can be greatly aggravated by trauma and its response 
to chloride, and so forth, all point to this opinion. I think Dr. Wile will recall 
that I asked him several years ago to see whether he could not carry on work along 
this line, as we did not at that time have the money or facilities to do it at home. 

Dr. F. M. Jacos, Pittsburgh: The first patient who was shown in the lantern 
slide was one of the mentally defective patients who had not had lichen planus. 
The lesions I had on my arm were quite small, but they were fairly definite lesions 
of lichen planus. 

The lesions on my arm disappeared in several months, but while they were there 
they were definite, although they were not absolutely typical of lichen planus. We 
always found the organism down in the infiltration, but had to go deep to get it. 
We hope to continue the work and to have it corroborated. 
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NEVO-EPITHELIOMA ADENOIDES (CYLINDROMA) 
OF THE SCALP 


ARTHUR WILLIAM STILLIANS, M.D. 


CHICAGO 


A case of multiple tumors of the scalp in a woman in whose family 


there were four similar cases was reported by Ancell in 1841.1. The 
first thorough study of such a case was published by Poncet ? in 1890. 
Two years later, in the same volume of the Journal of Cutaneous Dis- 
eases in which Dr. Fordyce published his classic description of multiple 
benign cystic epithelioma, I. E. Cohn,® a railway surgeon in Portland, 
Ore., described a case of multiple tumor of the scalp as “multiple 
sarcoma of the scalp.” Mulert,* in 1897, published a thorough histologic 
study of one of these cases, calling the condition endothelioma. This 
report was unknown to Spiegler,’ whose celebrated article appeared two 
years later. Since that time many cases have been studied, and much 
has been said and written on the pathology of these interesting tumors. 
| wish to add the report of two cases and a short discussion. 


Case 1.—A nun of Polish parentage, aged 42, had first noticed the growths on 
her scalp eighteen years before presentation for treatment. They had grown and 
multiplied slowly without subjective symptoms. The tumors on the face and trunk 
had appeared within recent years. She knew of no other case in her family. 

On the whole posterior part and on the right half of the anterior part of the 
scalp were many tumors, from 0.1 to 2 cm. in diameter and for the most part 
round; they varied in consistency from soft to firm and were sessile or slightly 
pedunculated. The small tumors were of the normal color of the skin; the larger 
were red because of the numerous telangiectases in the skin covering them. None 
was ulcerated. The left anterior part of the scalp was hairless, smooth and of 
normal color, and presented a few slight elevations, the remains of former tumors. 
Near the center of the smooth area was a shallow ulcer about 1 cm. in diameter, 
covered by a necrotic pellicle. This area was the site of roentgen treatments given 
some months before. 


From the Department of Dermatology and Syphilology, Northwestern Uni- 
versity Medical College. 

Read at the Fifty-Fifth Annual Meeting of the American Dermatological 
Association, Havana, Cuba, May, 1932. 

1. Ancell: Med.-Chir. Trans., 1841-1842, reviewed in Arch. Surg. 6:119, 1895. 

2. Poncet, A.: Note sur une variété de tumeurs confluentes du cuir chevelu, 
Rey. de chir., Paris 10:244, 1890. 

3. Cohn, I. E.: Multiple Sarcoma of the Scalp, J. Cutan. Dis. 10:398, 1892. 

4. Mulert, D.: Ein Fall von multiplen Endotheliomen der Kopfhaut, Arch. f. 
klin. Chir, 54:658, 1897. 

5. Spiegler, E.: Ueber Endotheliome der Haut, Arch. f. Dermat. u. Syph. 
50:163, 1899. 
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In the glabella, about both inner canthi, on the root and sides of the nose and 
on the adjacent portion of the cheeks and upper lip were many closely set, tiny 
tumors, of the normal color of the skin, and firm. On the sides of the face were a 
few small tumors, one of which was pedunculated. On the upper part of the back 
were a few tumors that were soft but did not give the buttonhole sensation so often 
obtained in von Recklinghausen’s disease when pressure is exerted on the growths; 
in other respects von Recklinghausen’s disease was strongly suggested, for there 
were a number of large, pigmented spots associated with these tumors. Dr. Lester 
Hollander, who has seen the patient since the growths were removed from her 
scalp, was impressed with the resemblance, and through him I obtained the biopsy 
from the back which showed the cylindroma, as well as the report of the roentgen 
examination of the sella turcica, which appeared normal in size and shape. 


Fig. 1—Author’s case. 


Histology.—A_ section of a small tumor, 0.3 cm. in diameter, showed slight 
acanthosis at the sides of the growth and slight thinning of the epidermis over the 
top. Otherwise the epidermis was apparently normal. The papillary layer of the 
corium was likewise normal, except for much dilated blood vessels. The tumor 
began about the level of the upper vascular plexus as a tangle of irregularly shaped 
cords which on section appeared to be of many forms—round, oval, star-shaped, 
antler-shaped, and various bizarre shapes. The tumors were separated by a loose 
connective tissue, containing more cells than normal and few blood vessels, but many 
large lymph channels. 

The connective tissue was not normal, for both the white and the yellow elastic 
fibers were swollen and fragmented. There was no capsule about the tumor. The 
cordlike bodies of the tumor were enclosed, or partly enclosed, by a casing of 
homogeneous material, up to 5 microns or more in thickness in some places and 
thinner or absent in other places and varying greatly in various parts of the same 
alveolus. 
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Within the casing, or partial casing, were two types of cells. The cells with 
oval or rod-shaped nuclei, which stained deeply, were chiefly at the periphery and 
were often arranged in palisade fashion, with their bases resting on the inner side 
of the homogeneous casing. The other type of cell was nearer the center of the 
alveolus; its nucleus was larger and more oval or round, and it did not stain 
so deeply. These cells appeared heaped together indiscriminately. Both kinds had 
very little protoplasm, which stained poorly. Running between the cells within 
the alveolus was a system of threads aptly compared by Mulert to a vine, with 
crooked branches which divided frequently, joining the casing here and there. This 
vinelike structure had the same homogeneous or finely granular appearance and 
stained like the casing. It has been called hyaline; but it is not the hyaline degen- 
eration that takes place in the walls of blood vessels, for it stained, like con- 
nective tissue, a deep blue with the water-blue, acid fuchsin, molybdic acid stain 
made for me by Dr. Lawless. This stains true hyaline degeneration red. With 
eosin the threads and the casing of homogeneous material stained a duller, more 


Fig. 2.—Detail of cylindroma, showing the cross-section of a cord stained with 
water-blue stain. The homogeneous material of the outer casing and vinelike 
threads stained deep blue showing the connections of the threads with the casing. 


violaceous pink than the connective tissue, and with the van Gieson stain they 
stained a dull, brownish red, whereas the connective tissue stained a bright red. 
Krompecher, Friboes and others think that this part is connective tissue, and 
Krompecher © stated that it is not degenerated connective tissue, but a primitive, non- 
differentiated kind. Watanabe? believed that the homogeneous material within the 
alveolus is produced by the tumor cells. Pinkus ® likens the homogeneous casing 
to the glassy membrane of the outer root sheath, and the vinelike structure within 
the cord to the regular sheiflike projections from the glassy membrane between the 


6. Krompecher, E.: Zur Histologie und Morphologie der Mischgeschwiilsten 
der Haut sowie der Speicheldriisen und Schleimdriisen, Beitr. z. path. Anat. u. z. 
allg. Path. 44:51, 1908. 

7. Watanabe, J.: Ueber das Cylindrom und das Epithelioma adenoides cysti- 
cum, Arch. f. Dermat. u. Syph. 140:208, 1922. 

8. Pinkus, F.: Cylindrom des Kopfes mit Bemerkungen ueber die Glashaut 
des Haares, Arch. f. Dermat. u. Syph. 138:342, 1922. 
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cells of the outer root sheath.2 While I have been unable in my case to find evi 
dence of production of this homogeneous material by the tumor cells, as describe: 
by Watanabe, I favor this theory and the explanation by Pinkus. Whether i: 
can be applied to all cylindromas is a question for the general pathologist. 
Cross-sections of the vinelike stalks were often surrounded by the more deeply 
stained kind of cell. Few of them were seen in the parts occupied by the tumor 
cells of the second variety. Mitoses were seen infrequently in both types of cell. 
In the alveoli of the tumor were four kinds of cavities. The first was a simple 
round or oval opening between the cells, as though a hole had been punched in the 
alveolus, without cutting through any cell. The second kind of cavity was like 
the first, except that it was lined by more or less flattened cells; the flatter the cell 


Fig. 3.—Detail of cylindroma, showing part of a large tumor cord, three small 
cords and a sweat duct. The outer, homogeneous casing surrounds these, and 
within them are the vinelike threads of similar material among cells of the first 
kind. In the right side of the large cord are cells of the second kind. 


was, the larger the cavity. The third type of cavity was not among the cells, but 
was a lumen along the center of the vinelike stalks. In the smaller tumors this 
cavity was usually small—a few microns in diameter. In addition to the regular 
cavities were ragged, empty areas where cells had dropped out of the alveolus. 
No degeneration was seen even in old tumors in my case, though it has been 
reported by other authors. One cyst, about 50 microns in diameter and lined by 
flat cells, was found beside a medium-sized tumor. Near it, in subsequent sections, 


9. Pinkus, F., in Jadassohn, J.: Handbuch der Haut- und Geschlechtskrank- 
heiten, Berlin, Julius Springer, 1927, p. 192, fig. 112. 
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were seen many small, cystlike cavities. Some of them with comma-shaped tails of 
cells strongly suggesting syringoma reminded one of Weidmann’s report of the 
multicentric origin of basal cell epithelioma.1° No connection could be demon- 
strated, however, between the bodies in my case and the cylindroma. Beside this 
same medium-sized tumor was a venule running parallel with the surface of the 
skin, which had within it a group of cells along one wall. The vessel itself was 
greatly dilated and tortuous, and filled with blood. Succeeding sections showed 
cylindroma, with the homogeneous, vinelike structure within it at one side of this 
vessel; still farther along the venule was almost occluded by the tumor growth, 
which was responsible for the dilatation and tortuosity. Dubreuilh and Auché !' 
mentioned numerous growths of this kind within the lymph vessels. 


Fig. 4—At the right, part of a small cylindroma; at the left, a very young 
cylindroma, showing origin from the hair follicle. 


In one of the small tumors, about 0.3 cm. in diameter, two apparently inde- 
pendent growths were seen side by side, each beside a hair follicle; the first tumor 
was of considerable complexity ; the second, which was just beginning to form, was 
composed of only one or two convolutions and was in close proximity to an out- 
growth from the side of the hair follicle. The conclusion that the tumor was 
independent, originating from the hair follicle, seemed justified. 


10. Weidman, F. D.: The Border Zone Between the Hyperplastic and Neo- 
plastic Processes of Cutaneous Epithelium, Am. J. M. Sc. 175:479, 1928. 

11. Dubreuilh, W., and Auché, B.: Epithéliomes bénigns multiples du cuir 
chevelu, Ann. de dermat. et syph. 3:545, 1902. 
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For many years there has been disagreement among pathologists as 
to the nature of these tumors. Mulert, Spiegler and many others held 
that they originated from endothelium, as the names hemangiosarcoma, 
lymphangiosarcoma, endothelioma and perithelioma record. Billroth, in 
1856, after studying a case of orbital tumor that others had called endo- 
thelioma, coined the term cylindroma to designate these “epitheliomas in 
hyaline tubes.” Three years later he stated that the so-called hyaline 
material had its origin in connective tissue."* Winkler, Friboes, 
Krompecher and others have since supported this opinion, classifying 
the cylindromas as basal cell epitheliomas of mixed composition. 

In 1902, Dubreuilh and Auché ™ described a cylindroma of the scalp 
in which they demonstrated direct growth from the surface epithelium. 
In 1903, Nicolau ** found in one of these tumors at least six different 
points at which there was growth from the surface epithelium. In 1904, 
Hartzell,'* in the British Medical Journal, made the statement that 
cylindroma of the scalp, multiple benign epithelioma and syringoma are 
varieties of tricho-epithelioma. Of great interest is the case reported by 
Watanabe* in which he demonstrated a tricho-epithelioma interposed 
between the skin, where it originated, and the cylindroma. 

Drs. Ormsby and Nomland have allowed me to include in this paper 
a case which they recently presented before the Chicago Dermatological 
Society. 

Case 2.—A Mexican, aged 40 years, had noticed the first tumor on his right 
temple at the age of 17. Others soon appeared, and the number slowly increased 
until there were, at the time he was presented, several hundred small growths on 
the forehead, and fewer on the sides of the nose, nasolabial folds, upper lip and 
in the preauricular region. Most of the lesions were translucent papules with a 
pearly sheen and a few telangiectatic vessels over them. The papules were from 
0.2 to 0.4 cm. in diameter, except two of about 0.8 cm. in diameter at the bridge 
of the nose. One of these was removed and showed the typical structure of tricho- 
epithelioma. The diagnosis of multiple benign epithelioma was thus made certain. 
The original tumor, 2.5 by 1.5 cm. was next removed; it proved to be a typical 
cylindroma. 


To make clear the connection between multiple benign epithelioma 
and syringoma, the case of Weidman and Besancon *° serves perfectly. 
On the face were many large lesions typical of multiple benign 
epithelioma, showing their origin in the hair follicles. Those on the 
trunk were typically syringoma, clinically and histologically. 
12. Dalois: Le cylindrome de la peau, Ann. de dermat. et syph. 3:469, 1902. 

13. Nicolau, S.: Sur le cylindrome de la peau, Arch. de méd. expér. et d’anat. 
path. 15:796, 1903. 

14. Hartzell, M. B.: Trichoepithelioma and Cylindroma, Brit. J. Dermat. 16: 
361, 1904. 

15. Weidman, F. D., and Besancon, J. H.: Histologic Differences in a “Syrin- 
goma” of the Face and Shoulder, Arch. Dermat. & Syph. 21:280 (Feb.) 1930. 
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The influence that so often causes the surface epithelium or the hair 
follicles in a small area on the face to revert to a primitive form of 
growth and produce a basal cell epithelioma evidently operates in these 
cases of adenoid nevo-epithelioma over large areas of the body, resulting 
in the production of cylindroma in some cases, tricho-epithelioma in 
others and syringoma in still others, and is evidently a response to the 
same stimulus or deficiency. Ormsby,’ in 1910, in his study of 
syringoma was unable to find any metabolic abnormality that might be 
considered responsible. Engman at this time suggested the possibility 
that some endocrine abnormality might be at fault. Schmidt-Baumler,"* 
writing on the heredity of cylindroma of the scalp, emphasized the 
influence of puberty, pregnancy and the climacterium on the growth of 
the tumors in his case. The endocrine theory fits in well with the 
pronounced prevalence of all three forms of this disease in the female. 

Since the publication of the paper of Jadassohn ** in 1913, much 
interest has been shown in the relation of this entire group of tumors to 
nevi and in the study of their heredity. Kerl ** thinks that the hereditary 
tendency is recessive, favoring the male sex. The family tree reported 
by him included four cases in males and three in females within three 
generations. In twelve family groups in the literature, however, his 
and Fuss’ *° are the only instances in which the male sex predominated. 
Including these two groups, a summation of forty-five cases gave only 
sixteen in males and twenty-nine in females. Wiedmann *' thinks that 
the heredity is recessive without sex preference, although his group 
contained three cases in the female to one in the male. Schmidt- 
Baumler ** considers the hereditary tendency dominant, with imperfect 
sex predilection. One of his seven cases was in the male. Siemens,** 
discussing the heredity of multiple benign epithelioma, stated that 
recessive heredity is not possible because of the predominance of the 
female sex. Dominant heredity is unlikely because too few cases occur 
in the family. He therefore classifies the heredity of these tumors as 


16. Ormsby, O. S.: Syringoma, J. Cutan. Dis. 28:433, 1910. 


17. Schmidt-Baumler, H.: Ein Beitrag zur Frage der geschlechtsbegrenzten 
Vererbung, Arch. f. Dermat. u. Syph. 163:114, 1931. 


18. Jadassohn, J.: Benigne Epitheliom, Arch. f. Dermat. u. Syph. 117:290, 
1913. 


19. Kerl, W.: Vererbung der Spieglertumoren, Arch. f. Dermat. u. Syph. 160: 
55, 1930. 


20. Fuss: Spieglersche Tumoren, Arch. f. Dermat. u. Syph. 155:272, 1928. 


21. Wiedmann, A.: Weitere Beitrag zur Kenntnis der sogenannte Zylindrome 
der Kopfhaut, Arch. f. Dermat. u. Syph. 159:180, 1930. 


22. Siemens, H. W.: Ueber Geschlechtsabhaengigkeit erblichen Krankheiten, 
Virchows Arch. f. path. Anat. 240:545, 1923. 
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“complicated, with predilection for the female sex,” and says that the 
same is probably true of syringoma, though the evidence in this disease 
is still too slight for a definite conclusion. 


SUMMARY 


Cylindromas of the scalp are basal cell epitheliomas, originating from 
the surface epithelium or from the hair follicle. 

They are hereditary and have been classed among the nevi. 

Multiple benign cystic epithelioma and syringoma are of the same 
group. 

The name suggested by E. Hoffmann ** for this group, “nevo- 
” is most appropriate. 


epithelioma adenoides, 


Notre.—During the preparation of this paper I was unable to get from the local 
libraries the monograph by Friboes,2* and not knowing its importance to the sub- 
ject, did not send for it. Since my paper was read, Dr. Fred Wise has lent me 
the monograph, which should not be omitted from the bibliography of any paper 
on the subject of epithelioma. Friboes, besides maintaining the epitheliomatous 
nature of the tumors and the unity of the group, favored the name suggested by 
Hoffmann, adenoid nevo-epithelioma. 


DISCUSSION 
Dr. Cuartes Lee McCartuy, Washington, D. C.: 
cylindroma group, it is generally believed, are of nevoid origin, and this is borne 
out by the finding of other tumors due to a developmental defect in other parts of 
the body. Friboes in particular has established this point by reporting one case in 
which there existed a mixed tumor of the parotid gland and another case in which 
the cylindroma arose from an epithelioma adenoides cysticum, as well as from the 
surface epithelium. Dr. Stillians’ question as to the method of formation of the 
cystic spaces can be answered as follows: First, the cells, on account of the wan- 
dering character of their growth, may enclose a certain amount of connective 
tissue which, being thus cut off from its blood supply, soon degenerates ; second, a 
large blood vessel may be encircled in the same manner, and when its wall degen- 
erates a cystic space, limited by tumor cells forms; third, as is most often the case, 
the cells situated in the center of a group themselves degenerate (due to a lack of 
lymph), and fourth, the spaces may arise as the result of a combination of the first 


Basal cell tumors of the 


three methods. 

Another point: I believe that the degenerations that take place in the structure 
of these tumors are more interesting than the type of cell that makes them up. For 
example, in certain tumors, not only is the encircling band of connective tissue 
highly hyalinized, but also in the cystic spaces are found many cells that are the 
seat of incomplete hyalinization, which takes two forms. The edge of the cell is 
made up of a homogeneous hyaline substance, while the nucleus is well retained. 
In the second form the nucleus has disappeared, and the cell is occupied by a large 


23. Hoffmann, E., quoted by Gans, O.: Histologie der Hautkrankheiten, Berlin, 
Julius Springer, 1925, vol. 2, p. 297. 

24. Friboes, W.: Beitrag zur Klinik und Histopathologie der gutartigen Haut- 
epitheliome, Berlin, S. Karger, 1912. 
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number of hyaline bodies. The first form is probably an earlier stage of the second. 
Hyaline bodies are found within the tumor masses as well, and it would appear that 
they are of epithelial origin. 

Dr. Frep D. Wermman, Philadelphia: I think that the major message in 
Dr. Stillians’ paper is that in the past attempts have been made to classify dog- 
matically and precisely each epithelioma seen on the skin as either a tumor of a 
sweat duct or hair follicle or a tumor of the superficial epidermis (Krompecher). 
I have long felt that in many cases this cannot be done; it cannot be stated from 
which of these ectodermal derivatives a particular ectodermal tumor under study 
originated. Similarly, I am not surprised to find frequently a combination of 
these three kinds of tumors such as Dr. Stillians has just reported. It is not diffi- 
cult to explain this. All one has to do is to think sufficiently far back, namely, to 
the embryo, and consider that there is an embryonal factor in the case. All of 
these three kinds of tumors of the skin can be derived from a common embryonal 
structure, i. e., the skin plate of Remak, that is at first neither sweat duct, epidermis 
or hair follicle. If the potentialities for formation of tumor in a skin plate of 
Remak which has remained undifferentiated develop into sudoriparous or pilary 
structure, the Krompecher tumor will appear; if the tumor occurs at a later time 
in the development (differentiation) of the skin plate of Remak a tumor of sweat 
glands will result; or if the development takes place when the hair follicle is 
developing, a tumor of the hair follicle may be expected. If, on the other hand, 
the skin plate of Remak has become fully differentiated, one may have the findings 
seen in Dr. Stillians’ case—involvement of the sweat gland in one place and of the 
hair follicle in another and the Krompecher cancer itself in still another. 

I have never taken the subject of the genesis of cylindroma seriously, because 
| have always felt that cylindroma was only a morphologic phenomenon without 
any consistent etiologic basis, and that a study of it did not bring one nearer to a 
solution of important problems in the general pathology of cancer. I obtained my 
first definite opinion as to the nature of the pink membrane surrounding the 
cylinder from the lantern slide (colored) shown today by Dr. Stillians. I feel that 
it is involuntary muscle and that the “cylinder” is an anaplastic sweat tube. It is 
well known that smooth muscle occurs around the tubules of apocrine and other 
sweat glands and is continued into tumors derived from them, such as syringo- 
adenomas. Add to these neoplastic considerations the fact that the involuntary 
muscle around sweat glands has an ectodermal origin, and it can be understood 
that a most atypical form of involuntary muscle is certain to result—one that may 
well hinder identification. 

Dr. Fren Wise, New York: Can Dr. Stillians say whether there is any rela- 
tionship between the condition he described and the old name of “turban-like” endo- 
thelioma capitis described by Friboes? 

Dr. Artuur W. StILiians, Chicago: In the sections from my tumors I found 
no degeneration of the tumor cells. My main interest was not to find an explana- 
tion for the casing material around the tumor cords, but to find an explanation for 
the threadlike processes that run through the middle of them. The theory of 
Pinkus is the only one that attempts to explain these processes. 

In answer to Dr. Wise, I did not know that these turban-like tumors had been 
called after Friboes. He is among those contending that they are epitheliomas, 
against the once popular description of them as endotheliomas. 


* 
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CREEPING ERUPTION DUE TO ANKYLOSTOMA 


BRAZILIENSE 


LEE McCARTHY, M.D. 
WASHINGTON, D.C. 


Seven years have passed since Kirby-Smith, Dove and White? 
proved that creeping eruption is more commonly caused by the hook- 
worm larva of the dog or cat than by the larva of the fly, as was 
generally supposed. With the exception of the one time that Shelmire * 
recovered the hookworm larva in the experimental production of creep- 
ing disease, it is my belief that the following case is the first instance 
in which the parasite has been demonstrated in this condition since the 
group of workers just mentioned found it. In my case the parasite was 
found microscopically in the lesion, and was identified as Ankylostoma 
braziliense. 


REPORT OF A 


CASE 


A white man, aged 35 years, an engineer, consulted me for an eruption on the 
anterior surface of the lower third of the right leg on Oct. 20, 1931. He had been 
a prospector for oil in Brazil for the preceding four years, but at no time had his 
bare skin been in direct contact with soil or sand until the third week in May, 
1931. This week was passed on a bathing beach in Colombia, South America, and 
the patient remembers distinctly that he was accustomed to sit on the damp sand 
in the shadow of a bath house in order to avoid the direct rays of the sun. He 
left South America on May 23, and it was not until July 25, two months later, 
that he felt a slight burning and itching sensation on the lower part of the right 
leg. These two months were passed aboard ship and in New York, during which 
period the patient had had no opportunity to become infected by any of the usual 
possible means. It was at least a month later that any alteration in the skin could 
be made out. In the last week of August he noticed on his leg a bright red papule, 
the size of a split pea, which was the seat of moderate itching from time to time. 
This papule elongated in a linear fashion in the course of the next eight weeks. 
The extension of the eruption was periodical, and itching occurred only with each 
period of extension. For a period of forty-eight hours the lesion would progress 
in a somewhat curved, linear manner, and some itching would be felt. The patient 
consulted a physician, and full strength Whitfield’s ointment was prescribed for a 
supposed ringworm infection. Each application of the ointment would stop the 


Read at the Fifty-Fifth Annual Meeting of the American Dermatological 
Association, Havana, Cuba, May 3, 1932. 

1. Kirby-Smith, J. L.; Dove, W. E., and White, G. B.: Creeping Eruption, 
Arch. Dermat. & Syph. 13:137 (Feb.) 1926. 

2. Shelmire, Bedford: Experimental Creeping Eruption from a Cat and Dog 
Hookworm (A. Braziliense), J. A. M. A. 91:938 (Sept. 29) 1928. 
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extension of the disease and allay the itching, but after a period of three days the 
progress and symptoms would be renewed. 

When seen by me, the patient presented a single lesion on the lower part of 
the right leg in the form of a linear, serpiginous, dusky red elevation of the skin. 
This lesion described a complete circle about 9 cm. in diameter. It gave the 
impression of a very superficial burrow caused by a parasite, and on palpation it 
was found to be a continuous thickened elevation of the skin about 0.5 cm. wide. 
The burrow was distinctly wider and irregular at intervals, as if the parasite had 
stopped temporarily and had then tried to turn in several different directions. The 
course, however, was always in a curved line, which finally crossed itself just 
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Fig. 1—Photomicrograph showing the burrow and parasites located entirely 
within the epithelium and the reaction in the cutis. Reduced from a magnification 
of & 145. 


beyond its beginning. There were no bullae, vesicles, scales or crusts on the surface 
of the burrow, as has been reported by numerous writers. The visible manifesta- 
tions of the presence of this larva were so faint that photography was unsatisfac 
tory. In the first forty-eight hours after I saw the patient, the burrow had extended 
only 0.5 cm. It ended as a superficial, dark red papule, the size of a split pea. 
This area, over a region 2 cm. square, was excised, and the tissue sectioned serially 
and then stained with hematoxylin and eosin. Figure 1 shows several different 
views of the larva. Biopsy resulted in a mechanical cure of the eruption, which 
immediately subsided without further treatment. 
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CAUSATION 

Until Kirby-Smith, Dove and White? published their paper in 19235, 
it was believed that creeping eruption, in this part of the world aj 
least,> was caused by a fly larva belonging to either the Gastrophilus 
group (Gastrophilus intestinalis or Gastrophilus hemorrhoidalis) or the 
warble fly grub of cattle called the Hypoderma. By experimental work 
on themselves and surveys of the surrounding regions, together with 
microscopic demonstrations of the parasite in serial sections of lesions 


Fig. 2—High power magnification of figure 1, showing the detailed structure 

of the larva. Reduced from a magnification of * 600. 


of the human skin in cases occurring in Florida, this group of workers 
was able to reconstruct a parasite schematically and to recognize it as a 
larva of a dog or cat hookworm. With the help of Dr. B. H. Ransom * 


3. As early as 1909, R. T. Leiper (The Structure and Relationship of Gna- 
thostoma Siaminse, J. Parasitology 2:77, 1909) described in the natives of Siam 
occasional cases of nodular eruption and creeping disease caused by the Gnathos- 
toma siaminse. These findings were later repeated by K. O. R. Moushita and 
E. E. Faust (Two New Cases of Human Creeping Disease (Gnathostomasis) in 
China, J. Parasitology 9:159, 1925). 
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of the Bureau of Animal Industries, they were definitely able to say 
that this was a larva of the Ankylostoma braziliense type. Kirby-Smith 
and his co-workers described the larva as 600 microns (0.5 mm.) in 
length and 20 microns in width. The esophagus measured about two 
sevenths of the entire length of the worm. In addition to the morpho- 
logic ditferences between this parasite and those of the fly larva group 
(Gastrophilus intestinalis and Gastrophilus hemorrhoidalis), the latter 
are much larger, being from 1 to 2 mm. in length and from about 60 to 


80 microns wide. 


When autopsies were made on the dogs and cats in this region, it 
was found that the intestines were occupied by two types of hookworm, 
the Ankylostoma braziliense and Ankylostoma caninum. In 1928, White 
and Dove* were able to state from their personal experiments that 
the larva of the caninum type had the power of penetrating the human 
skin, but that it caused only a papular eruption. Typical creeping 
eruptions, caused experimentally with the greatest ease and regularity 
by the braziliense type of larva, were never seen in infection with the 
caninum larva. This is a most important observation, as their surveys 
on dogs and cats in the mid-Atlantic region showed the animals to be 
heavily infected with Ankylostoma caninum worms but free from the 


braziliense worms. 

In addition, they found that moisture is absolutely essential to the 
development of these larvae. On a glass slide two minutes after the 
fluid portion of a culture has evaporated, the parasite was dead. One 
of the most common sources of infection for man is derived from lying 
on damp sand and particularly on that part of a bathing beach which is 
just above the level of high tide. It seems that a beach continually 
washed by changing tide is not considered a source of infection. It 
is easily understood, then, that animals of all sorts should be kept off 
places used as bathing beaches. Other areas of damp soil, such as 
children’s play grounds and sand boxes, are frequently contaminated 
by dogs and cats, and may act as a further source of infection. It is 
natural to suppose that many adults as well as children become infected 
through the skin by the larva of the caninum nematode. The eruption 
produced is of an indefinite papular nature, which disappears spon- 
taneously in two or three weeks. It is possible that the large majority 
of these cases are never diagnosed. 

White and Dove * as well as Shelmire,’ in a rather large series of 
cases, found that not a single case of infection of the intestines occurred 


after the experimental production of creeping eruption on the human 
The infection should occur in the 


skin with the braziliense larva. 


The Causation of Creeping Eruption, 


4. White, G. F., and Dove, W. E.: 
J. A. M. A. 90:1701 (May 26) 1928. 
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intestine at any time from the fifteenth to the twenty-eighth day after 
the penetration of the larva into the skin. Examinations of the stools, 
however, proved conclusively that there was no intestinal hookworm. 

Life Cycle of Ankylostoma Braziliense—The eggs are deposited on 
the ground in the feces of dogs and cats and many animals of lesser 
importance. Conditions being favorable, with proper warmth and damp- 
ness in the soil, after a period of twenty-four hours the larva, known 
as the first stage larva, is developed. Four days later the so-called 
second stage larva is produced. This larva is the one that penetrates 
the human skin after losing its chitinous sheath. Judging from the 
experimental work mentioned, this is the end-stage of this worm, as 
it either disappears spontaneously after a period of days or weeks or 
is killed by treatment. 

Histology.—Biopsy in my case was made approximately four and 
one-half months after infection. The larva was curled in a spiral 
fashion and lay in a burrow the limits of which were always within the 
epidermis. The width of the burrow was about twice that of the larva. 
Its roof was formed by the stratum granulosum or by this layer and two 
or three rows of compressed and pyknotic cells of the rete malpighii. 
Its floor was made up of several rows of distorted and degenerated 
rete cells. In no place did the burrow extend through the epidermis 
and reach the cutis. Besides the larva, the burrow contained acidophilic 
and degenerated rete cells. No small eosin-stained bodies, mentioned by 
Kirby-Smith,’ Montgomery ° and others, were seen either in the burrow 
containing the larva or in those parts of it through which the larva had 
lately passed. The clear space in the burrow on either side of the 
larva suggested marked cellular degeneration produced by the toxins 
excreted by the parasite. The alteration in the staining properties of 
the cells bordering on the burrow and their compressed and condensed 
form would bear out this supposition. 

In the upper part of the cutis just beneath the region where the 
burrow containing the parasite was seen, there was a well marked 
mantle of infiltration about moderately dilated vessels. Almost the 
entire infiltrate was composed of polymorphonuclear cells, at least about 
40 per cent being of the eosinophilic type. Only occasional lymphocytes 
were seen. No plasma or epithelioid cells or chromatophores were 
seen. Large numbers of eosinophils were found scattered through the 
upper and middle portion of the cutis between individual connective 
tissue bundles. In the midcutis, from time to time definite islands of 
sclerosed and enlarged connective tissue bundles could be made out. 
The outstanding feature in the cutis, especially in the middle and lower 


5. Montgomery, H.: Larva Migrans (Creeping Eruption), Arch. Dermat. & 
Syph. 22:813 (Nov.) 1930. 
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portions, was marked edema, with moderately dilated vessels. No 
sclerotic changes in the walls of these vessels, as noted by Roubaud 
and Verdier,® could be made out. It is felt that a great deal of the 
edema could be explained by the procaine hydrochloride solution used 
to produce local anesthesia. A slight intercellular edema that disturbed 
the lower two or three rows of epithelial cells was noted. No definite 
acanthosis of the epidermis could be seen. In the older portions of the 
section, beneath the burrow through which the larva had already passed, 
the infiltrate and edema were of the same amount and distribution. 


DIAGNOSIS AND TREATMENT 
Differential Diagnosis —As a rule, little difficulty is experienced by 
dermatologists in differentiating creeping eruption from other similar 
lesions. The acute type of inflammation, the symptoms of itching and 
burning and, above all, the continued and rapid extension of the lesion, 
form a clinical picture that is not duplicated by any other disease. If, 
however, the lesion is of a low grade, chronic type (as the case reported 
here), with nodular formation at intervals throughout its extent and 
very little itching, there might be some tendency to confuse it with an 
ill defined type of tuberoserpiginous syphilis. Such an instance occurred 
in the case of a sailor recently returned from a three years’ residence 
in the tropics. This patient presented on the external lateral surface 
of the lower part of the leg a roughly circular, dusky red, slightly 
elevated and infiltrated lesion, the seat of a moderate amount of itching. 
There were indications of small nodules along the course of the lesion. 
The patient stated that this lesion had developed gradually in a ser- 
piginous fashion until a complete circle was formed. There was no 
history of syphilis, and the Wassermann reaction was negative. Biopsy, 
however, revealed syphilitic changes. 

Creeping eruption and ground itch are not to be confused with 
each other, as they are entirely different conditions, the first resulting 
from the penetration of the skin by the larva of a cat or dog hookworm, 
Ankylostoma braziliense, and the second by that of the larva of the two 
species of human hookworm, Ankylostoma duodenali and Necator 
americanus. Ground itch is characterized by papular and vesicular 
lesions, which usually occur on the feet. After penetrating the skin, 
they go through the lymphatics into the blood stream and finally localize 
in the intestines. 


Treatment.—The ideal treatment is complete removal of the parasite, 
best accomplished by biopsy, as in this case. Fly larvae, which are 


6. Roubaud and Verdier, quoted by Pawlowsky, E. N., and Stein, A. R.: 
Nouveau cas de creeping disease (myasis linearis) en Russie, Bull. Soc. path. exot. 
15:555 (July 12) 1922. 
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much larger in size, have been teased out of the lesions of the skin. 
It is only rarely that this is done in the case of the braziliense infec- 
tion. Instances have been reported in which creeping eruptions have 
been cured by the patient by the simple procedure of vigorous scratching, 
with removal of the larvae. When there are multiple foci of infection, 
other methods must be adopted. Kirby-Smith, who has treated about 
2,500 patients with this disease, says that success in the treatment of 
creeping eruption is not easily achieved. 

In all cases proved histologically, the parasite was found to be just 
below the granular layer of the epidermis. If the horny layer is removed, 
one should be able to destroy the larva easily with some topical appli- 
cation. Kirby-Smith recommended ethyl acetate compound applied with 
cotton about and beyond the burrows that appear most active. This 
preparation does not injure the skin, except in raw areas, and it has 
strong penetrating powers and a pleasant odor. Good results were 
obtained, particularly in fresh cases in which the papular or creeping 
eruption was not yet complicated by a secondary impetiginous eczema 
due to scratching. Usually one application should destroy the larva 
if it is in the area covered by the saturated cotton. Ethyl acetate 
mixed with collodion from which the ether has been allowed to evaporate 
has been successful in a number of cases. It was painted over the sus- 
picious areas two times daily for a week. Chloropicrin (a tear gas) 
dissolved in ethyl acetate in proportions of 1: 100 was used with some 
success, but the areas treated became painful, and applications had to 
be stopped. 


According to Kirby-Smith, wet dressings of carbon tetrachloride, 
tincture of iodine and corrosive mercuric chloride are a great deal less 
effective than ethyl acetate. If the parasite can be accurately located, 
the spot can be frozen with ethyl chloride or carbon dioxide snow, and 
the result will be uniformly good. In instances in which these medica- 
ments are not available, crushed ice with salt may give the desired cure. 


COMMENT 


Attention is drawn to the fact that the microscopic demonstration of 
the larva is not as easy as it would seem. Kirby-Smith and his co-work- 
ers found it only 5 times in forty-eight complete serial sections. 
Shelmire * found it once in an experimentally produced lesion. In my 
case it was present in only 6 slides of a total of 118. 

Judging from the reports in the literature, the reaction caused by 
the larva varies with the person infected. At the time of infection 
there may or may not be experienced a stinging sensation of one or 
two minutes’ duration. In the large majority of cases erythematous 
papules, definitely pruritic, appear in from one to three days. On the 
fourth day, linear migratory lesions begin to develop from these papules. 
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The rapidity of the migration may vary from 1% to 3 inches (1.27 to 
7.6 cm.) in a twenty-four hour period, especially in the acute type of 
case. In a small number of cases, as is well illustrated in the one 
reported here, there may be no subjective symptoms at the time of infec- 
tion, and the parasite, for some reason, may rest dormant for a period 
of several weeks before migration is actually begun. The migration 
of the parasite may be so slow that the reaction in the skin is of a 
very low grade, and only a superficial lesion not particularly character- 
istic of creeping eruption is produced. The fact that the larva may 
rest inactive and stationary for a period of two months is also a point 
worthy of note. Common to both groups of cases is the fact that once 
migration is begun, it is more intense at night, and its movement is 
accompanied by a marked stinging pain resembling the sting of a bee. 
Shelmire found that migration of the larva could be caused at will by 
holding the involved part before a fire or soaking it in hot water. 


SUMMARY 


A case of creeping eruption is reported in which the larva of a dog 
or cat hookworm, Ankylostoma braziliense, was demonstrated by serial 
sections to be lying wholly within the epidermis. Further proof is given 
that contact with damp sand is the most frequent source of infection. 

Attention is called to the fact that two months, instead of the usual 
period of from four to seven days, passed before any subjective symp- 
toms were noted, and that still another thirty days were necessary to 
produce visible reaction in the skin. The entire extent of the parasite’s 
migration was only 9 cm. during two and a half months’ activity. 
Histologic changes caused by the toxins of the larva and its life cycle 


are discussed. 


DISCUSSION 


Dr. Frank C. Kwnowtes, Philadelphia: In 1915 (J. A. M. A. 66:172 
[Jan. 15] 1916) I excised an entire burrow and made over 4,000 serial sections. 
Fortunately, the organism was found in situ. The burrow was quite typical. The 
best way to cut the section is so that the parasite can be seen in a cross-section. 
Probably 20 of the 4,000 sections showed the parasite in the epidermis, rather close 
to the horny layer. 
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THE SENEAR-USHER SYNDROME 


A VARIETY OF LUPUS ERYTHEMATOSUS 


LAURENCE TAUSSIG, M.D. 
SAN FRANCISCO 


During the six years that have elapsed since the appearance of 
Senear and Usher’s article, considerable controversy has developed as to 
the proper classification of the syndrome which they believed to be an 
unusual form of pemphigus. For this reason it was thought desirable 
to report a case that has been under observation for over five years and 
that apparently belongs to this group. 


REPORT OF CASE 


History.—Miss De A., aged 34, was first seen in the dermatologic clinic of the 
University of California Medical School in August, 1926. She complained of a 
chronic eruption of the face which had been present for about three years and of 
an acute generalized eruption which had first appeared three weeks previously. 
The chronic eruption on the face had developed slowly and spread gradually. It 
had been treated by curettage, ultraviolet rays from the mercury vapor arc in 
quartz and roentgen irradiation, without much benefit. Three weeks previously, a 
vesiculobullous eruption appeared in which the lesions varied from the size of a 
pinhead to that of a pea. These lesions appeared first between the shoulders and 
then over the sternum, the lower part of the back and most of the trunk and limbs. 
There was moderate pruritus at first. 

The patient had had the usual diseases of childhood. She had a self-induced 
abortion three years before she appeared at the clinic, just prior to the onset 
of the eruption on the face. The history was otherwise unimportant. 


Physical Examination—There was a sustained nystagmus on looking to the 
right, to the left or up, which, according to R. W. Harvey, the neurologist, was 
functional. Most of the teeth had been removed. The tonsils were atrophic. The 
abdomen was tender in the left lower quadrant, which the gynecologists considered 
due to a pelvic inflammatory disease. The urine was normal, and the Wassermann 
reaction of the blood was negative. The blood count on Sept. 27, 1926, showed 
48 per cent hemoglobin, 2,852,000 red cells and 7,400 white cells, with an essentially 
normal differential count. A second blood count made on October 11 showed 
60 per cent hemoglobin, 3,300,000 red cells and 6,000 white cells. The temperature 
was normal. 

There was a diffuse scaly eruption over the face, with a circumscribed batswing- 
shaped area over the nose and cheeks, in which there were atrophy and follicular 
plugs. The scalp was covered with thick, rather greasy scales. The trunk pre- 
sented geographic areas of crusted maculopapules, which were said to have been 
vesicular at their inception and to have itched slightly. The crusts could be rubbed 
off readily, leaving a weeping surface, usually without bleeding. The individual 
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lesions suggested those of impetigo in that they were quite superficial and at the 
edges showed the remnant of the original bullae. The umbilicus was the site of 
an erythematous, scaly dermatitis. The Nikolsky sign was not present. 


Course.—In spite of the relatively normal physical findings, the patient looked 
sick. Symptomatic and soothing treatment given during the first few months of 
observation was productive of no marked change. She received pills containing 
jodoform, U.S.P., by mouth, arsenic in the form of sodium cacodylate intravenously 
and a nonspecific milk preparation intramuscularly at various times during this 
period. Though the patient spoke of new bullae appearing from time to time, 


Fig. 1.—View of the face, showing a scaly, seborrhea-like eruption superim- 
posed on a chronic lupus erythematosus. 


they had usually been broken when she reported to the clinic. During the period 
of observation, such bullae were seen only on two or three occasions. On Jan. 8, 
1927, the patient was examined in the clinic for thoracic conditions because of a 
persistent “cold.” No evidence of tuberculosis was found. On January 28, a left 
salpingo-oophorectomy and suspension on the left side was performed by Dr. Max- 
well, and at the same time the appendix was removed and the umbilicus excised. 
The operation was well borne, but there was no change in the condition of the 
skin in the following months. In July, three intravenous injections of neoars- 
phenamine were administered. Following this course, the patient received six 
injections of 0.05 Gm. of gold and sodium thiosulphate at weekly intervals. In 
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September, on account of a persistent cough and an apparently poor general con- 
dition she was again examined in the clinic for thoracic conditions. No intra- 
pulmonary pathologic process was noted. A roentgenogram of the chest showed a 
thickened pleura at both apexes, with thickening of the interlobar septum between 
the middle and lower lobes. It was deemed inadvisable to continue therapy with the 
gold preparation, and the patient was told to take cod liver oil and to go 


Fig. 2.—Close-up view of the front of the trunk, showing the character of the 
individual lesions. 


the country. She was seen again in February, 1929, at which time she reported 
that there had been no further bullae, but a mild discoid lupus erythematosus of 
the face was still present. She was given four injections of 0.1 Gm. of gold and 
sodium thiosulphate. She was again seen in September, 1931, at which time she 
stated that there had been no lesions on the body for four years, and that the face 
had been clear until recently. She presented discoid lesions on the right side of 
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the nose and on the left cheek. On the lobe of thie left ear, there was a small 
scaly lesion. The general health had been good, except for some abdominal pain, 
especially at the time of menstruation. She was given three intramuscular injec- 
tions of an oil-soluble bismuth compound. The patient was again seen in January, 
1932, at which time there was littie change in the condition of the skin. A course 
of injections of a gold preparation was advised. 

Summary.—The patient presented a typical lupus erythematosus on the face of 
three years’ standing, a seborrhea-like eruption of the scalp, face and umbilicus 
and a generalized vesiculobullous, crusted eruption of the trunk. Careful search 
was made for a pyogenic or tuberculous focus of infection, without a definite result. 
The bullous eruption of the body cleared up in the course of a year and has not 
recurred. The lupus erythematosus lesions of the face have disappeared and 
recurred at various times during the past five years. 


LITERATURE 


REVIEW OF 
Senear and Usher,’ in 1926, published the findings in a series of 
eleven cases that they considered as belonging to a special group in 
which they tentatively considered the condition a form of pemphigus. 
The essential features of the syndrome consisted in a more or less typical 
lupus erythematosus of the face, associated with a seborrhealike erup- 
tion of the scalp and face and a superficial bullous eruption of the 
trunk. Involvement of the limbs was slight or absent. The course of 
the disease was essentially benign in most instances. On account of the 
mild course and the distribution of the lesions, the authors hesitated to 
classify these cases as examples of disseminated lupus erythematosus. 

Gilman * reviewed the essential features in a series of thirteen cases 
in which the patients had been presented at various dermatologic meet- 
ings as having the Senear-Usher syndrome, and presented a detailed 
description and study of a case which he had observed. He concluded 
that the syndrome deserves a place as a clinical entity representing a 
toxic dermatosis midway between lupus erythematosus disseminatus 
and pemphigus. 

Fred Wise * discussed the association of bullous lesions with lupus 
erythematosus. He expressed the belief that vesicular or bullous lesions 
occur at some time in from 30 to 40 per cent of the cases of dissem- 
inated lupus erythematosus, and pointed out that Mook, Weiss and 
sromberg * reported vesicular or bullous lesions in five of their thirteen 
cases. Wise expressed the belief that a number of the cases classified 

1. Senear, F. E., and Usher, B.: An Unusual Type of Pemphigus, Arch. 
Dermat. & Syph. 13:761 (June) 1926. 

2. Gilman, R. L.: The Senear-Usher Syndrome, Arch. Dermat. & Syph. 
24:84 (July) 1931. 

3. Wise, Fred: Lupus Erythematosus Bullosus or Pemphigoides, M. J. & 
Rec. 134:227 (Sept. 2) 1931. 

4. Mook, W. H.; Weiss, R. S., and Bromberg, L. K.: Lupus Erythematosus 
Disseminatus, Arch. Dermat. & Syph. 24:786 (Nov.) 1931. 
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in the Senear-Usher syndrome actually belong to the group of benig: 
pemphigus. He reported one case in which discoid lupus erythematosus 
was associated with localized recurring vesicles and bullae in the righ: 
temporal region and another in which a disseminated lupus erythe- 
matosus was associated with an extensive bullous eruption. 


COMMENT 


In the study of certain chronic diseases of the skin considerable 
time is often required to establish a positive diagnosis. This is par- 
ticularly true of the vesicular and bullous dermatoses. It is less fre- 
quently true of lupus erythematosus, which in its earlier period, 
however, may closely simulate a seborrheic dermatitis. In the case 
presented in this paper the outstanding feature of the history was the 
presence of an erythematous eruption over the nose and adjacent parts 
of the cheeks of three years’ duration. This condition was evidently 
typical lupus erythematosus, and when the patient was first seen, it was 
still present, though partially masked by an extensive scaly seborrhea 
of the scalp and face. The association of a bullous eruption on the 
trunk was a passing phase of the condition, as is shown by the fact that 
it entirely disappeared, although the discoid lupus erythematosus 
recurred occasionally. Lupus erythematosus disseminatus occurs at 
times on the basis of a chronic lupus erythematosus, and, though gen- 
erally accompanied by severe general symptoms, it may have a relatively 
benign course. It is characterized, however, by a typical distribution 
in which the hands, forearms and upper portion of the chest are par- 
ticularly involved. In the patient in the case reported, the limbs were 
only slightly involved, and the hands were entirely free. 

It would seem unreasonable to consider that this patient had chronic 
lupus erythematosus during the course of which a benign form of 
pemphigus developed from which she recovered. A more rational point 
of view is that she had a toxic eruption in the form of a discoid lupus 
erythematosus, and that for some reason her reaction to the toxin took 
the form of a bullous eruption. An interesting point is the fact that 
during the period subsequent to the clearing up of the bullous phase of 
the eruption, treatment with gold and sodium thiosulphate had a satis- 
factory effect in controlling the discoid lesions, but that during the 
bullous stage this therapy was unavailing. 


CONCLUSIONS 


1. A case is presented which apparently conforms to the original 
description of the Senear-Usher syndrome. 

2. The course of the condition during five years of observation 
shows that it was lupus erythematosus with a passing phase of bullous 
lesions on the trunk. 
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3. If a separate classification is advisable, the designation suggested 
by Wise, “lupus erythematosus pemphigoides,” is suitable, but the con- 
dition is not a disease entity. 


DISCUSSION 


Dr. V. Parpo-CasteE_Lo, Havana: I wish to call your attention to the case 
of a patient whom I expect to present tomorrow at the clinic. The patient came 
to one of my colleagues about four years ago with what appeared to be a sebor- 
rheic dermatitis behind the ears and on the face and neck. The process remained 
stationary for some time, but gradually there developed bullae which now involved 
the entire surface of the skin. At present the patient is becoming weaker, but 
I hope you will have an opportunity to see him tomorrow. 


Dr. Oxtver S. Ormspy, Chicago: The third patient whom Dr. Senear 
described in his first article at the time the case was reported, six years ago, was 
27 years of age, and the disease was of five years’ duration and very active, as is 
shown in the photographs exhibited today and the illustrations used in the report. 
At present the only activity is the recurrence each summer of a few bullous lesions, 
with no lupus-erythematosus-like lesions ; in other words, a benign bullous eruption. 

The case reported and described in Dr. Taussig’s paper appears to be one of 
lupus erythematosus with a complicating bullous eruption. The first patient pre- 
senting lesions resembling lupus erythematosus, pemphigus and dermatitis sebor- 
rheica was shown before the Chicago Dermatological Society in 1921 and is still 
under observation. During the past several years only occasional bullous lesions 
have occurred on the trunk. These desiccate, leaving a granular seborrhea-like 
crust which remains for some time. No lupus erythematosus-like lesions have 
occurred on the face or elsewhere for many years. The histologic examination 
made by us in this case and in case 3 in Dr. Senear’s report did not indicate lupus 
erythematosus. 

A number of cases have been recorded since then; some of them are of this 
type, while in others the condition is either ordinary lupus erythematosus with 
bullous lesions or lupus erythematosus disseminatus. Occasionally, an undisputed 
case of pemphigus begins with lesions resembling dermatitis seborrheica, or such 
lesions appear during its course. A patient with such a condition was seen by me 
five years ago. The lesions were situated on the face and were crusted and sebor- 
rheic. However, they resisted treatment and kept recurring over a period of three 
months, Four months later, the patient returned from the Mayo Clinic with typical 
pemphigus, with generally distributed bullous lesions; the mucous membranes were 
also involved. A fatal termination was the result. In another patient with 
pemphigus who was treated by Drs. Engman and Mook, crusted seborrhea-like 
lesions were exhibited on the trunk, chiefly anteriorly. 

3ullae occur in the acute disseminated variety of lupus erythematosus, which 
is almost invariably fatal. It may begin as this type or it may develop when the 
ordinary discoid type has been irritated by sunburn or other irritants. I had a 
patient in whom a general erythema multiforme-like bullous eruption developed fol- 
lowing a severe sunburn of the face, the site of discoid lupus erythematosus. The 
disease ran the course of acute disseminated lupus erythematosus and terminated 
fatally. 

Bullae may occur as a complication in ordinary lupus erythematosus, in which 
case constitutional symptoms are not important and recovery occurs. Finally, 
there is a subacute disseminated lupus erythematosus with general erythematous 
scaling lesions, unaccompanied by constitutional symptoms, in which recovery is 
the rule. 
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Dr. HAMILTON Montcomery, Rochester, Minn.: I am in entire accord wit! 
all Dr. Ormsby has just said. I wish to point out, as Dr. Goeckerman and | 
have emphasized in a recent paper, that even in acute cases of lupus erythematosu 
disseminatus, if a suitable site for biopsy is chosen, a lesion that has been present 
for several weeks or a month, the histopathologic picture in the great majority of 
cases will indicate a diagnosis of that disease. Dr. Ormsby was kind enough to 
show me the sections in the case referred to, which he distinguishes from either 
pemphigus or lupus erythematosus. The sections did not show the features of 
lupus erythematosus, nor were they suggestive of pemphigus. Even in the bullous 
type of lupus erythematosus, changes characteristic of the disease will be found, 
and the condition can usually be distinguished from pemphigus or erythema multi- 
forme. In making a histologic diagnosis of lupus erythematosus, it is important 
to weigh the combination of histologic changes which Dr. Goeckerman and I have 
emphasized. When this is done, the percentage of correct histopathologic diag- 
noses will be very high. 

Dr. Frev Wise, New York: I agree with the presenter that we are dealing 
with lupus erythematosus with bullous lesions, and I concur with Dr. Ormsby 
chiefly with respect to the point that some cases are lupus erythematosus with 
bullous lesions and others are not. However, my experience has been limited to 
the cases in which lupus erythematosus occurred first and subsequently bullous 
lesions appeared on the body similar to those Dr. Taussig demonstrated, and in 
which the orthodox treatment with gold compounds produced remissions. I sent 
a section of a bullous lesion to Dr. Montgomery for examination, and he told me 
that he recognized the characteristic changes in the edge of this lesion. Taking 
all this into consideration, I think that some of the cases described by Senear and 
Usher were lupus erythematosus pemphigoides, or lupus erythematosus with bullous 
lesions, precisely analogous to lichen planus with bullous lesions. 

An additional point, to which I should like to call your attention, has not been 
mentioned either by Dr. Mook in his article or by others. I think that it was 
in the wards of the Mount Sinai Hospital that Dr. Libman, the eminent internist, 
and Dr. Sacks, a pathologist, examined several patients with this type of eruption, 
and found that some of them suffered from nonbacterial endocarditis. Such cases 
have been described as examples of the Libman-Sacks syndrome. 

Dr. WitttAm H. Mook, St. Louis: After observing a number of these cases 
for several years we have about come to the conclusion that we cannot agree on 
them to the extent that we can make any prediction as to their future course. 

I wish to add to the discussion only a word concerning the danger of sunburn 
in persons who have lupus erythematosus. The number of cases in which the 
dissemination of lupus erythematosus lesions occurs in these exposed areas follow- 
ing mild and severe sunburn is so great that patients should be warned against 
such exposure. 

Dr. Laurence R. Taussic, San Francisco: From the literature and from 
what Dr. Ormsby said, I think that several unrelated conditions have been grouped 
under the Senear-Usher syndrome. Possibly this case does not belong in that 
syndrome, but is simply lupus erythematosus in which bullous lesions happened to 
appear for a short period. 
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Editorial 


AMERICAN BOARD OF DERMATOLOGY AND 
SYPHILOLOGY 

Notices have appeared in the last two numbers of the ARCHIVES 
concerning the establishment of the American Board of Dermatology 
and Syphilology. The function of the Board is broadly to certify to 
the competency of such physicians as apply for certification as 
dermatologists, and as are found to be adequately trained and com- 
petent in the specialty. 

The establishment of this board follows the examples of the Board 
of Ophthalmology established in 1917, the Board of Oto-Laryngology 
established in 1924 and the Board of Obstetrics and Gynecology estab- 
lished in 1930. The experience of the Board of Ophthalmology, which 
has been in existence now fifteen years, shows the desirability of these 
boards, and there can be little doubt that the Board of Dermatology will 
justify its formation. The personnel of the first board leaves no doubt 
that it will pursue a broad-minded and intelligent policy, and that its 
affairs will be administered wisely, faithfully and without favor. 
Doubtless the standards of education will be established on a liberal 
basis. Rigid standards had their useful day in medical education, but 
they have become hampering, and the tendency now is to get away from 
specific requirements and to leave to educators freedom in details of 
teaching and to ask only that they shall produce men who on graduation 
are educated men. That is the gist of the report that has just been 
published by the Commission on Medical Education. It is to be hoped 
that this board will pursue a similar wise policy, contenting itself with 
seeing to it that men whom it certifies are competent, and not undertake 
to enforce rigid standards and details of training; that it will not, in 
other words, interfere with originality in working out various sorts of 
experiments in developing education in dermatology. 

So administered, the Board will undoubtedly gain quickly the recog- 
nition of the profession and will become in effect the licensing board of 
dermatologists in the United States. This is an end much to be desired. 
One of the things that is not needed in medicine is more confusion in 
medical education, such as would be caused by the states undertaking to 
set up standards for specialists. Volunteer certifying boards like the 
Board of Dermatology seem to be the proper solution of certification 
of specialists. This board has the confidence and the best wishes of the 
ARCHIVES. 
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Abstracts from Current Literature 


Epitep spy Dr. HERBERT RATTNER 


CLINICAL OBSERVATIONS ON TABETIC ARTHROPATHIES. J, ALBERT Key, Am. 
J. Syph. 16:429 (Oct.) 1932. 


This is an excellent review of the diagnosis and treatment of the arthropathies 
of tabes. The statistical data are derived from the records of sixty-nine patients 
who had been seen at the Barnes Hospital and Washington University Dispensary. 
Arthropathies occur in from 4 to 10 per cent of persons with tabes. In the 
author's series, the age of onset varied from 30 to 68 years, and the primary 
lesion, when such a history was obtained, preceded the arthropathy by periods 
varying from five to forty-two years. In the sixty-nine cases, ninety-two joints 
were affected. Eighteen patients had two, and five patients had three, Charcot 
joints each. The distribution of the affected joints was as follows: knee, thirty- 
nine; foot and ankle, twenty-nine; hip, fifteen; spine, five; elbow, two; shoulder, 
one, and wrist, one. 

There is a discussion of the symptoms, signs, pathology, roentgenographic 
appearance and differential diagnosis of the Charcot joint. 

Treatment of the arthropathies of tabes resolves itself into the treatment of 
the patient as a whole with special reference to the neurosyphilis and to the treat- 
ment of the joint itself. Treatment exclusive to the joint alone is divided into 
conservative and operative methods. In an acute Charcot joint, the most effective 
measures are rest and local heat. Later, as the pain and swelling subside, and the 
patient insists on using the joint, a suitable support should be made in order that 
the vulnerable joint may be protected as much as possible. The type of mechanical 
apparatus prescribed varies with the joint and with the surgeon. Regarding 
operative measures, these should be undertaken only in vigorous patients with 
a life expectancy of several years and are problems entirely for the orthopedic 
surgeon. 


SuppEN Deatu AND Sypuitis. A. LEE BriskMAN, Am. J. Syph. 16:470 (Oct.) 

1932. 

This paper deals with the study of fifty-six cases of sudden, unexpected death, 
thirty-three of which were studied post mortem. Of the thirty-three deaths, 
arteriosclerotic disease of the coronaries was responsible for about half, while 
syphilitic disease accounted for 30 per cent. Coronary sclerosis, either with or 
without recent thrombus formation, was the most common finding in cases in 
which death had occurred suddenly. Syphilitic disease of the cardiovascular system 
is a common etiologic factor in the angina pectoris syndrome. 


Diapetes Meciitus or Sypuititic Origin. G. M. Brannon, Am. J. Syph. 
16:511 (Oct.) 1932. 


The author reports a case in which diabetes and syphilis coexisted. The diabetes 
was apparently cured; certainly the patient's tolerance for carbohydrates was 
markedly improved by the use of antisyphilitic drugs. 

The author concludes that there are occasional cases of coexistent diabetes and 
syphilis in which antisyphilitic therapy results in a positive therapeutic test to 
the extent that the diabetes is remarkably improved or even cured. Patients with 
diabetes in whom syphilis is proved or suspected should be given the benefit of 
antisyphilitic treatment for its possible favorable effect on the diabetes as well 
as for its antisyphilitic value. Cases of coexistent diabetes and syphilis, in which, 
subsequent to the establishment of a glycoregulatory balance, the therapeutic test 
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with antisyphilitic treatment is undoubtedly positive in its effect on the diabetes, 
should be considered as cases of syphilitic diabetes. 


DIATHERMY IN THE TREATMENT OF GENERAL PARALYSIS AND IN WASSERMANN- 
Fast Sypuitis. J. F. SHAmMBERG and T. ButTeRwortH, Am, J. Syph. 
16:519 (Oct.) 1932. 


Twenty-six patients with refractory syphilis were treated by means of fever 
produced by diathermy. Of nine patients with dementia paralytica who completed 
their treatment, six, or 66 per cent, improved. One person with the tabetic form 
of dementia paralytica and one with cerebrospinal syphilis showed marked improve- 
ment. Of three patients with tabes dorsalis, one was relieved of his pains entirely 
and improved physically; a second patient improved physically, his pains decreased, 
but there was no improvement in his ataxia; a third patient became worse. Two 
patients with interstitial keratitis showed considerable improvement. Seven patients 
with Wassermann-fast syphilis showed no change in their serologic findings in 
from one to seven months after their treatment. The technic, advantages and dis- 
advantages, reactions and complications of diathermy treatment are described. 


M. J. Revurer, Milwaukee. 


CARCINOMA OF THE Moutu AND ToNGuE. JOHN FRASER, Ann. Surg, 96:481 
(Oct.) 1932. 


This is an analytic article on the subject indicated, based on a study of 
sixty-eight cases of carcinoma of the mouth and tongue. Of these, forty-seven 
were primary in the tongue, all except one involving the anterior two thirds; 
thirty-two involved the edge, and fourteen, the dorsal surface. The relative 
immunity of the posterior two thirds of the tongue may be accounted for on the 
basis of various structural differences in this region, the most important being the 
larger amount of lymphoid tissue and the relative absence of cellular differentiation 
in the epithelium. Twenty per cent of all the lesions arose in the palatoglossal area, 
which region may be predisposed by the fact that crypts containing large numbers 
of epithelial cells which in man are without function, being atavistic remains of 
highly specialized taste organs in lower forms, may add to the danger of the 
development of cancer in this region. The floor of the mouth gave rise to 10 
per cent of the lesions, the majority of which were grouped about the orifices 
of the salivary ducts. The factors of age, sex (in the author's figures the ratio 
is eight males to one female), heredity, syphilis, tobacco, alcohol, mouth infections 
and direct local irritants and the factor of “epithelial instability” are discussed with 
commentaries from the author's experience. 

The histogenesis of epithelial malignant degeneration is reviewed in accordance 
with the views generally held by pathologists, and the author lists his cases 
according to the Broders classification as follows: 48 per cent in group 1, 36 per 
cent in groups 2 and 3, and 16 per cent in group 4. While the great majority 
of the tumors were of the squamous cell type, nine atypical cell forms were 
encountered. Of the sixty-eight patients considered, sixteen had been well two 
years or longer, thirty-one had had recurrences, twenty had died and one could 
not be traced. Of the group with glandular involvement (twenty-six cases), 
only one was well after two years, while fourteen had had recurrences and eleven 
had died. The author’s experience with the use of radium in the treatment of 
twenty-five patients is briefly reviewed. L. M. Wenner, 


A New Puase Sypuitis. J. A. DRAKE and M. S. Tuomson, Brit. 
J. Dermat. 44:297 (June) 1932. 
The authors comment on the fact that in their experience during the past year 
certain patients with early syphilis have not reacted in the former satisfactory 
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way to the routine method of treatment that they have been accustomed to employ. 
The disturbing signs, in the main, consisted in the early appearance of gummas 
of the throat and skin which proved extremely resistant to all forms of treatment. 
The records of ten selected cases are briefly cited in order to illustrate the type 
of resistant early syphilis that is being encountered. They state that “on the 
whole, opinion seems to favor an obscure lack of response on the part of the 
individual.” Reference is made to the opinions of various writers concerning an 
“arsenic-fast spirochete,” and the present writers feel that the evidence points 
to the possibility that a more resistant strain of spirochete is beginning to make 
its appearance. 
THE PHYSIOLOGY OF THE SUPERFICIAL BLOOD-VESSELS IN Psortasis. W. G. C. 
PaTERSON, Brit. J. Dermat, 44:310 (June) 1932. 


The author applied the methods of Sir Thomas Lewis in a study of areas of 
the skin affected by psoriasis. The scales were first removed by baths and mild 
keratolytic ointments, and the studies were made under the following headings: 
(1) reaction to histamine, (2) stroke reaction and (3) reaction to epinephrine. In 
the plaque of psoriasis the vessels were refractory to histamine during the eruptive 
and chronic stages. The return of the reaction was associated with improvement 
and preceded the disappearance of the lesions. Lesions of psoriasis always reacted 
to the injection of epinephrine with a contraction of the superficial vessels, but 
contraction was weaker than normal. 


FoLLICULITIS ULERYTHEMATOSA RETICULATA. N. BurGess, Brit. J. Dermat. 
44:357 (July) 1932. 


A case of folliculitis ulerythematosa reticulata is described in a girl, aged 14, 
who presented a symmetrical, pitlike, atrophic, reticulated eruption of slow evolu- 
tion on both cheeks. No milium bodies were present, and only three comedones 
were found on the face. The affected areas on the cheeks appeared to be erythem- 
atous, and on close examination this was seen to be due to fine telangiectasia. 
The literature on this disease is reviewed, together with a discussion of the classifi- 
cation of the various reported cases and their exact position in this group. Burgess 
states that it would appear from a study of the recorded cases of this condition 
that one may conclude that folliculitis ulerythematosa reticulata is a follicular 
dystrophy, probably of congenital origin, related to the other chronic follicular 
disorders and unrelated to formation of comedones. A clinical photograph and 
a photomicrograph accompany the article. 


ErysipELoip: AN OccupaTIoNAL Disease. T. H. B. Beprorp, Brit. J. Dermat. 
44:368 (July) 1932. 


The paucity of reports in the British literature is commented on by the author, 
and he describes the disease on the basis of his observations in twelve cases seen 
during one year in the receiving room of Leeds General Infirmary. The essential 
points concerning the cases are succintly given in a table that accompanies the 
article. Ali the patients were treated with an ointment consisting of 40 per cent 
sulphonated bitumen, N. F., in petrolatum. The parts were well covered and kept 
constantly moist with the ointment, the area not being allowed to become dry. 
Under this treatment the subjective sensations were soon relieved, and in most cases 
complete cure was established in four days. Treatment was continued for an 
additional twenty-four hours after apparent cure, in order to avoid a relapse. 
Bedford comments on the success with the immunizing serum of swine erysipelas 
in the severe cases of erysipeloid seen in Germany, but he states that relapse may 
occur in spite of the serum, and that there is danger of the occurrence of serum 
sickness. He feels that this type of treatment should be reserved for patients who 


do not respond to local treatment. Wien, Chicago. 
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A Case OF ERYSIPELAS IN AN INFANT. BERNARD SCHLESINGER and D. H. 


FRASER, Brit. M. J. 2:712 (Oct. 15) 1932. 
The authors report a complete and rapid cure in eight days, which they 


attribute to a combination of antistreptococcic serum and ultraviolet rays. The 
erysipelas was on the thigh. 


RATTNER, Chicago. 


LEUKOPLAKIA OF THE Conjunctiva. C. W. Prins, Arch. f. Augenh. 106:306, 
1932. 


A 60 year old man presented himself with a complaint that the left eye was 
sensitive to light and contained a white secretion. Examination revealed a small 
white spot in the superficial layers of the cornea from 2 to 3 mm. from the limbus 
and a similar, somewhat larger spot in the conjunctiva, temporal to the limbus. 
The whole transition fold of the upper lid was thickened and reddened and con- 
tained a grayish secretion on the conjunctiva. This secretion was removed, and 
the patch was treated as a simple chronic inflammation of the lid. 

The patient returned in a few days with the same peculiar white secretion in 
the upper culdesac. A smear of this secretion showed nothing but flat epithelial 
cells without micro-organisms. Aside from rheumatism and swollen finger joints, 
his history was irrelevant. A piece of the upper transition fold was removed for 
pathologic examination. A diagnosis of hyperkeratotic skin was returned. The 
tissue was actually conjunctiva! 

Further history and examination revealed the fact that the patient had psoriasis 
vulgaris, and this diagnosis was confirmed by an excision of a piece of skin from 
a typical area. The chronic arthritis was looked on as an arthritis psoriatica. The 
Wassermann reaction was negative. The skin lesion was then considered as 
psoriasis, but the usual intensive treatment for psoriasis did not clear it up. The 
corneal lesion was then excised, and a diagnosis of leukoplakia was made from the 
specimen. Since the lesion continued to grow in spite of the excision, the patient 
was given radium radiation. The eye suffered an intense inflammation as a result 
of the radium, but the lesions were checked and apparently healed. 

The author thought that the lesion might be psoriasis of the eye, but against 
this he cites the fact that he was dealing with a parakeratosis and not true 
keratosis. The atypical cells in the stratum spinosum and the sharp delineation 
of the pathologic epithelium were not in keeping with a diagnosis of psoriasis. 
From the pathologic picture he also ruled out squamous epithelioma and chancroid. 
He therefore made a diagnosis of leukoplakia, which he defines as a disease char- 
acterized by cornification of a circumscribed area of mucous membrane containing 
more or less atypical cells and showing a marked tendency to neoplastic growth. 
No similar case has previously been reported in the literature. Perhaps the 
nearest thing that fits into this picture is the so-called tyloma conjunctiva, keratosis 
conjunctiva, described by Schieck and Brickner in their “Handbuch der Ophthal- 
mologie,” volume 4, page 167. Congenital epithelial plaques have little similarity 
with this leukoplakia, and when removed they do not recur. 


F. H. Apver. [Arcu. Opurtu.] 


A Case OF EXFOLIATIVE DERMATITIS AND PEMPHIGUS. Hans ASPERGER, 


Arch. f. Kinderh. 97:167 (Sept. 9) 1932. 


The author cites the case of a premature infant with a disorder of the skin 
diagnosed as dermatitis exfoliativa of Ritter and its transition after a few days 
into a typical picture of pemphigus. It is maintained that these two conditions 
are associated. 


LEMAasTER, Evanston, Ill. [Am. J. Dis. 
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RELATIONSHIP BETWEEN FRAMBESIA AND Sypuitis. O. Scudst and C. M. 
HAssELMANN, Arch. f. Schiffs- u. Tropen-Hyg. (Beihft. 2) 36:109, 1932. 


The authors review at some length the present status of frambesia, both clinical 
and experimental. Though Spirochaeta pertenuis cannot be distinguished from 
Spirochaeta pallida, either morphologically or culturally, they differ radically in 
their biologic characteristics. The first has a strong tropism toward the ectoderm, 
while the latter is by preference mesodermotropic. This difference in tropism 
explains variations in epidemiology which have been observed. Frambesia and 
syphilis may exist together, and the combination affects the course of each. 


THE TRANSPORTATION OF LIPOID FROM THE CELLS OF THE EPIDERMIS TO THE 
BLoop. Trpor WL Lassics, Dermat. Wehnschr. 95:1474 (Oct. 8) 1932. 


The author has previously shown that the lipoid content of the cells of the 
epidermis and corium varies according to the acuteness of the disease present. He 
demonstrates lipoid masses in the reticulo-endothelial cells, and considers that this 
system probably transports the lipoid granules between the epidermal and corium 
cells and the blood stream. 


VARIATIONS IN THE FAT CONTENT OF THE EcCRINE GLANDS IN CONSTITUTIONAL 
Diseases. Tipok WLassics, Dermat. Wchnschr. 95:1476 (Oct. 8) 1932. 


The author finds that in the early stages of acute illnesses the fat content of 
the eccrine glands is greatly increased. In chronic tuberculosis the fat secretion 
of the eccrine glands is increased. With increasing sweating there is an increased 
secretion of fat in the sweat. 


TRICHOBASALIOMA CysTICUM ANNULARE. L. N. MASCHKILLEISSON and M. I. 
Per, Dermat. Wehnschr. 95:1479 (Oct. 8) 1932. 


Under the term “trichobasalioma cysticum annulare” the authors describe 
three cases of epithelioma adenoides cysticum of Brooke. In two of them annular 
lesions were present. Various nevoid anomalies were noted in two of the cases. 


OBTAINING SPINAL FLUID FROM THE LivING Mouse By MEANS OF Sws- 
OCCIPITAL PunctTuRE. C. SCHUMACHER, Dermat. Ztschr. 64:383 (Oct.) 1932. 


The author succeeded in obtaining spinal fluid in most instances from mice 
by means of a cisternal puncture. The animal is narcotized with ether, and the 
puncture is made with a small glass capillary tube. In every case a small amount 
of blood is present. 


LicHEN RuBeER-LIKE ARSPHENAMINE EXANTHEM. S. SEREFIS, Dermat. Ztschr. 


64:387 (Oct.) 1932. 

The cases of two patients with arsphenamine dermatitis are described. The 
one resembled lichen ruber planus and the other lichen ruber follicularis, both 
clinically and histologically. The only unusual feature was that in each case the 
condition cleared rapidly when arsphenamine therapy was discontinued. The 
author believes that these cases should be considered as true lichen planus due to 
arsphenamine. 


LATENT DERMATITIS HERPETIFORMIS OF DUHRING AND Its PROVOCATION BY 
lopipeE. A. Worter, Dermat. Ztschr. 64:402 (Oct.) 1932. 


A 56 year old man who had never had a skin eruption was given an injection 
of “Mirion,” an iodine preparation for intravenous use. A _ typical dermatitis 
herpetiformis developed. There was no hypersensitiveness to an ointment of potas- 
sium iodide (20 per cent), but a marked reaction was noted to small doses of the 
drug by mouth. The literature is briefly reviewed. The author concludes that 


LITERATURE 11 


ABSTRACTS FROM CURRENT 


the iodide caused the development of the eruption in a patient with a predisposition 
to its development. 


Dermatitis. Ericn Ersner, Dermat. Ztschr. 64:408 (Oct.) 1932. 


The author observed a patient in whom a lichenified eczema developed as a 
result of irritation from dust containing copper. Patch tests, as well as intra- 
cutaneous tests with copper sulphate solutions, were positive. 


L. TaussiGc, San Francisco. 


Can THALLIUM REPLACE ROENTGEN TREATMENT IN FUNGUS INFECTION OF THE 
SCALP IN CHILDREN? L. S. GiInssurG, Sovet. vestnik venerol. i dermat., 
1932, no. 5, p. 5. 


The author treated with thallium eighty children, from 1 to 13 years of age, 
four of whom had favus and the others tinea capitis. Only children in good 
general health were treated. The toxic manifestations consisted in neuritic pains 
and weakness of the legs in a few children. One child became very nervous 
two months after administration of thallium and had diurnal enuresis. A few 
children had edema of the face with or without albuminuria. In one third of the 
cases there was a decrease in the number of erythrocytes; in half of the cases 
there was an increase in the number of leukocytes and eosinophils. 

Poor epilation was noticed in eight cases, and in one there was no epilation. 

Relapse took place in 22.73 per cent of the children, and 77.27 per cent were 
cured. 

The author concluded that x-rays are preferable to thallium because of the 
greater percentage of cures with the former and because of the possibility of 
using that treatment in adults and children older than 10 years of age. The 
follow-up treatment has to be used for a greater time after administration of 
thallium than after irradiation. Recurrences after thallium administration were as 
much as 23 per cent, while following roentgen treatment they were only 5 per 
cent. The complications after thallium treatment are sometimes dangerous. The 
author has seen optic atrophy in a child who had received from the local physician 
thallium treatment for tinea capitis. The advantages of thallium treatment consist 
in the ability of treating children younger than 3 years of age and in the treatment 
of mentally defective or epileptic persons. 


ANOTHER SIGN OF CONGENITAL D. N. Sovet. vestnik 
venerol. i dermat., 1932, no. 5, p. 16. 


The author has noted among the Buriat population with congenital syphilis a 
thickening of the medial end of the right clavicle. This is called the “sign of 
Gigumenakis,” for Gigumenakis described the condition in 1928 among Greeks 
with congenital syphilis. In left-handed persons, this thickening is seen on the 
left clavicle. The author has found this sign in 70 per cent of his patients with 
congenital syphilis, 80 per cent of whom had other evidence of congenital syphilis. 
Usually there is no pain, although the thickening sometimes reaches large dimen- 
sions. In three of his patients who complained of pain at night, antisyphilitic treat- 
ment removed the pain, but the osteoperiostitic growth did not diminish in size. 


PRIMARY DIPHTHERIA OF THE GENITALS IN YouNG GirR-ts. N. A. SMORODINOV, 


Sovet. vestnik venerol. i dermat., 1932, no. 5, p. 23. 


The author describes six cases of primary diphtheria of the external genitals 
in young girls which he observed in the period of one year. The pale nervous 
children complained of painful micturition. Elevation of temperature was slight 
or none. There was considerable firm edema of the external genitals, and in all 
cases there were enlargement and hardening of the inguinal glands. In contra- 
distinction to the extensive purulent or mucopurulent discharge in gonorrhea, 
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there was a very slight discharge, more often seromucous in nature. In all cases 
gray to grayish-green membranes were seen on the vulva, attached firmly to the 
underlying tissue. The cyanotic color is, according to the author, an important 
clinical symptom. There was erosion or necrosis of the mucous membrane of 
the external genitals. The hymen was completely or partly destroyed and replaced 
by scar tissue. Only in one case could the source of the infection be found. 
The author urges examination of a certain group of young girls in order to 
protect children against bacillus carriers. 


A Case oF CuHronic EXTENSIVE Pyopermia. I. A. Ivanov, Sovet. vestnik 
venerol. i dermat., 1932, no. 5, p. 33. 


A farmer, aged 72, had been treated unsuccessfully for three years for an 
extensive skin eruption which consisted of quarter to palm-sized and larger patches 
of somewhat raised lesions covered with yellow crusts; the patches showed in places 
irregular ulcerations, soft vegetations, numerous openings which yielded pus on 
pressure, and discrete and grouped follicular pustules surrounded by bluish-red 
skin. In some areas there was a soft, thin, bluish-red, glistening scar containing 
a few follicular pustules. The eruption began on the neck and extended gradually 
to the chest and back, forearms, hands and legs, and finally to the head. 

The patient had chronic myocarditis. The blood count showed 3,050,000 
erythrocytes and 10,600 leukocytes. From the lesions a few streptococci and 
hemolytic staphylococci were recovered, but no blastomycetes or other fungi could 
be detected. 

The histopathologic changes consisted of acanthosis of the epidermis and infiltra- 
tions in the cutis composed mostly of plasma cells and lymphocytes and a few 
segmented leukocytes. Occasionally epithelioid cells were seen. The infiltration 
was perivascular, and cells were seen in the vessels. The blood and lymph vessels 
were dilated. 

Ultraviolet irradiation had no effect. X-rays promoted healing, but the lesions 
continued to extend peripherally. Complete healing was brought about within 
two months by nutritious feeding, injections of arsenic and local applications with 
a solution of 1 per cent mercuric chloride in alcohol. 


ATypIcAL Forms oF SKIN LEISHMANIASIS. I. I. GITELSON, Sovet. vestnik 
venerol. i dermat., 1932, no. 5, p. 34. 


From 1926 to 1931, the author has seen in the Venereal Dispensary of Merva 
2,572 cases of cutaneous leishmaniasis, among which 47 showed an atypical 
form. After the ulcers have healed, nodules appear at the periphery of the scars 
in the form of a complete ring, an incomplete ring or a semicircle. Then single 
lesions appear in the scar and also in the healthy skin outside the scar. The 
eruption may last for years. The diagnosis was made clinically and microscopically. 


New York. 


Society Transactions 


MANHATTAN DERMATOLOGIC SOCIETY 


M. B. Parounacian, M.D., Secretary 


Oct. 11, 1932 


Frep Wisk, M.D., Chairman 


PAPULONECROTIC TUBERCULID WITH PERFORATED NASAL SeptuM. Presented by 


Dr. J. FRANK FRASER. 


E. J., a girl, aged 15 years, stated that the present cutaneous eruption had 
appeared on the arms and legs about one year before presentation. The lesions 
began as circular erythematous macules of from 2 to 6 mm. in diameter. They 
gradually developed into pustules which broke down and healed, with formation 
of scars. 

There was no history of serious illness or abnormal cutaneous condition in 
the family. The patient’s father and mother and her two sisters and two brothers 
were in good health. The patient had never had any serious illness. There was a 
perforated nasal septum in the triangular cartilage. The Wassermann reaction 
was negative. Physical examination revealed no abnormalities in the chest or 
abdomen. 

Histologic Report——Two pieces of tissue were removed for microscopic exami- 
nation; one, from an apparently new lesion in the thigh; the other, from a healed 
lesion in the leg. Examination of sections from the lesion on the thigh revealed the 
presence of extensive necrosis with radiating epithelioid cells at the periphery of the 
necrotic areas and atypical giant cells. There were areas of infection and some 
acanthosis, but no definite formation of tubercles. The second section showed a 
similar structure to that of the first, namely, an epithelioid reaction. In this sec- 
tion, however, the lesions were located, for the most part, in the subcutaneous tissue, 
and closely associated with the blood vessels. 


DISCUSSION 


Dr. Max SCHEER: I agree with the diagnosis of papulonecrotic tuberculid. 
The lesions are fairly characteristic. 

Dr. Davin L. SATENSTEIN: The patient has a papulonecrotic tuberculid. 
Whether the nasal lesion has any relation to the cutaneous condition is questionable 
in view of the negative clinical history. 

Dr. IstporE Rosen: This patient presents two types of lesions. The small, 
lentil-sized, papular lesions with central necrosis are papulonecrotic tuberculids, 
and the larger, coin-sized, indolent, ulcerated lesions situated on the posterior 
portion of both lower extremities are typical of erythema induratum of Bazin. 
The association of these two types of lesions in the same patient is occasionally 
seen. 

Dr. MrinRAN B. ParouNAGIAN: I agree with the diagnosis of papulonecrotic 
tuberculid. As to the perforated nasal septum, there is a possibility that it is due 
to congenital syphilis. The patient exhibited a very good example of “tubercle of 
Carabelli” on both molars and high vault; in spite of the negative serologic test, 
congenital syphilis can be suspected. As far as the perforated septum is concerned, 
| should entirely disregard it. I see no necessity to treat the child for syphilis, 
as there is no active process. 
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Dr. Frank C. Combes: As to the nose, I can say nothing, as I do not know 
just where on the septum this perforation is. As to the legs, papulonecrotic 
tuberculid is not an easy thing to diagnose, clinically or histologically. There are 
many patients like this girl with acrocyanosis, who have necrotic papules on the 
legs which clinically look like tuberculids but which may be due to circulatory 
asthenia. I have seen many cases in which there was no evidence of tuberculosis 
elsewhere. 

The tuberculin test is said to be negative in about 70 per cent of the cases of 
so-called papulonecrotic tuberculid. I think this high percentage of negativity 
might be partially explained on the basis that we are not always dealing with 
tuberculids, but, as I have previously mentioned, a lesion of unknown etiology 
associated with circulatory asthenia. 

Dr. AnprEw J. Gi-mour: I agree with Dr. Fraser as far as the perforation 
is concerned, but one must remember that the literature gives cases that have been 
caused by picking. 

Dr. J. FRANK FRASER: One does not see, in these sections, the lymphocytic 
and the plasma cell reactions that are usually found in syphilitic lesions. The 
cells are of the reticular type; in other words, they are the cells which hug the 
endothelial lining of the capillaries. The histologic diagnoses is “erythema 
induratum.” The question arises here as to whether the so-called papulonecrotic 
tuberculids are the same as erythema induratum. The histologic diagnosis is 
erythema induratum. What shall we say about the perforated nasal septum? 

In the experience of the laryngologist who referred the case, 80 per cent of 
these lesions are caused by syphilis, the remaining 20 per cent by trauma. There 
was no history of injury or operations; the Wassermann reaction was negative, 
and the histologic picture was not that of syphilis. I shall endeavor to carry out 
the suggestion of Dr. Rosen to have a Wassermann test made of the parents and a 
tuberculin test made of the patient. 


Pacet’s DisEAse. Presented by Dr. M. MacKer. 


Miss R. K., aged 59, presented an eruption on the right breast which had been 
present for three years. On examination, there was a lesion 3 inches (7.6 cm.) 
in circumference entirely surrounding the right nipple. The patch was sharply 
marginated ; the color, dull red. It was slightly edematous, and therefore slightly 
elevated above the surface of the normal skin. It was scaly in places; frequently 
it had been exudative. The nipple was moderately retracted. There had never 
been any discharge from the nipple. Subjective symptoms were almost lacking, 
consisting simply of slight discomfort. The breast was normal. There were no 
enlarged axillary glands. The patient had had psoriasis for many years, with 
occasional lesions on the scalp, elbows, knees and, rarely, on the trunk. The 
clinical diagnosis was Paget’s disease. 

The microscope showed an intradermal lesion consisting of marked dyskeratosis. 
The epithelial cells were poorly differentiated and greatly swollen. Many of them 
had double nuclei. There were numerous mycotic figures. In the upper derma, 
there was an inflammatory reaction consisting mostly of plasma cells. The 
microscopic diagnosis was Paget's disease. 

If the patient would permit surgical intervention, it seemed advisable to remove 
the mammary gland. It did not seem necessary to remove the muscles or the 
axillary glands. 

DISCUSSION 

Dr. IstporE Rosen: The diagnosis of Paget's disease could be made on the 
clinical appearance of the lesion alone. I should suggest radical removal of the 
breast with prophylactic radiotherapy to the axillary region. 

Dr. JoserH J. Etter: I agree with Dr. Rosen. Surgical intervention is the 
best form of treatment. Roentgen treatment does not give the best results. 

Dr. ComsBes: I agree with the diagnosis, but I wonder why something has not 
been done before this. 
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Dr. J. FRANK Fraser: I agree with Dr. MackKee’s diagnosis clinically and 
histologically ; this is a case of Paget's disease of the nipple. As Paget's disease is 
a duct cancer, the only rational treatment is mastectomy. 


PEMPHIGUS; RESULTS FROM TREATMENT. Presented by Dr. Paut E. BECHET. 


E. E., a Jewish woman, aged 60, stated that she first noticed an eruption on her 
body six months before presentation. It consisted of bullae of various sizes on the 
chest, the upper part of the back and the buccal mucosa. The eruption was 
severe from the first, and within a few months she had lost more than 35 pounds 
(16 Kg.) in weight, and she felt weak. When first seen on Aug. 10, 1932, two 
months previous to presentation, the patient’s buccal mucosa and trunk presented a 
number of bullae, typical of pemphigus. There were so many lesions in the mouth 
and throat that the patient could eat only with great discomfort; the larynx was 
involved, as evidenced by a hacking cough and hoarseness. The patient was 
haggard and sick. Treatment began on August 10 and consisted of 64 mg. (1 grain) 
of ferri cacodylate intravenously once weekly, and sodium arsenate tablets, “0 of 
a grain (0.002 Gm.) three times a day after eating, increased daily to nine times a 
day, then reduced to three times a day. In addition to this medication, the patient 
was given high colonic irrigations, large quantities of vitamins and a salt-free, 
low protein diet, in accordance with a plan of medication in pemphigus suggested by 
Sulzberger and Wise in a recent article. Trichophytin or monilia vaccine, also 
recommended by them, was not used. The improvement was little short of 
phenomenal ; in the past month most of the lesions have subsided, no new ones have 
appeared, the patient’s general health has greatly improved, and she eats in 
perfect comfort, as her mouth and throat are practically free from lesions for 
the first time since the incidence of the eruption, six months ago. 


DISCUSSION 


Dr. JosepH J. ELLER: It will be interesting to see how this patient carries on. 
This form of treatment was tried by us for a year in other cases, and we were not 
so enthusiastic about it. 

Dr. Paut E. Becuet: I showed this patient because of the marked improve- 
ment. In August her mouth was a mass of blisters; she could not eat. While she 
still has a few lesions on the buccal mucosa, most of them have disappeared. Those 
on the body have faded out completely. The patient has gained weight and feels 
much better. The improvement is decided, and apparently more rapid, than one 
attained with arsenic alone. 


MuttiepLeE DIssEMINATED HAIRY AND PIGMENTED Presented by Dr. 
E. BECHET. 

The patient was a girl, aged 9 years, and had been presented before the Section 
of Dermatology and Syphilology of the New York Academy of Medicine on Oct. 
4, 1932, but the case had not been discussed. Since birth she had had a large 
hairy nevus over the right temporal region, with a number of small satellite 
lesions surrounding it. The large hairy nevus about 5 mm. in diameter was 
excised, and skin grafts were made. This was done at the age of 2 years. Since 
then new lesions had appeared continuously, and at the time of presentation, the 
entire body was covered with several hundred pigmented and hairy nevi, some 
of which evidenced some inflammatory change. The mother seemed to think that 
the greater number of them had appeared within a year previously. The most 
important matter to consider was any possibility of future malignant change. 
There were a few pigmented macules on the trunk. The lesions were so frankly 
pilous and nevoid that the diagnosis of von Recklinghausen’s disease was not 
considered. 


DISCUSSION 


Dr. Max ScHeEER: I think that the lesions are benign pigmented moles, 
not metastasis, and that the condition would have appeared even if the original 
lesion had not been excised. 
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Dr. Davin L. SarenstetnN: As far as could be ascertained from the patient, 
the lesions were not increasing in size. The color of the lesions, the history and 
the good general condition would all be in favor of disseminated nonmalignant, 
pigmented nevi. As to therapy, there were too many for removal. The lesions 
should be watched, and as soon as any one of them shows any tendency to increase 
in size, it should be removed. 

Dr. Lupwig OuLMANN: I regard this condition as benign. The question of 
cosmetic improvement may come up, especially as the child is a girl, and I should 
apply fulguration. Would fulguration in these cases do any harm? 

Dr. Georce C. ANpREwsS: I disagree with Dr. Scheer and Dr. Satenstein 
on several points. Metastases of melanoma have a predilection for the skin and 
are likely to occur in the skin before there is extensive involvement of the 
viscera. Melanoma does arise from hairy moles and also from light-colored ones. 
I have a male patient who has an extensive hairy, pigmented nevus of the bathing 
suit variety and who, in addition, has a melanoma. This tumor developed at the 
edge of the hairy mole on the right shoulder, and is accompanied by metastatic 
involvement of the right axillary lymph glands. Sections of these and of the 
tumor have been examined by several competent pathologists. 

It has not been my experience that patients who suffer from melanoma rapidly 
become weak and emaciated. On the contrary, they seem to remain strong and 
well for a remarkably long time (one or two years) and then suddenly become 
cachetic, and in two or three months die. 

While on this subject, I should like to report the outcome of a case of 
melanoma in a patient who was shown by me at the meeting of this society in 
May, 1930. The melanoma was on the forehead. It had arisen from a light brown 
mole that had been treated by wide removal. There was a recurrence, however, 
in the preauricular lymph glands, which was treated by a radical dissection in the 
neck. In spite of this, metastases developed all over the trunk and in the viscera, 
and the patient is now dying. 

Dr. Lupwig OULMANN: I presented a case of melanoma of the thumb years 
ago. In this case the patient was all right for three years, when metastases 
occurred in the stomach, and he died. 

Dr. MinrRan B. ParounaGiaAn: A café au lait patch on the thigh suggests 
von Recklinghausen’s disease to me. 

Dr. Paut E, Becnet: The facts that this girl has had some lesions since 
birth, that most of them have developed since the excision of the large one on her 
face, that they have rapidly increased in number and that some are indurated and 
even slightly inflammatory, make one, though positive of the diagnosis of 
disseminated multiple pigmented nevi, wonder as to future malignant change in 
one mole, or in a group of these innumerable moles. It was with that possibility 
in mind that the case was shown. The only suggestive evidences of a possible von 
Recklinghausen’s disease are the few pigmented macules on the trunk; otherwise 
the congenital origin, the typical hairy nevi and the density of the lesions are all 
against such a diagnosis. 


A Case vor DiaGNnosis. (PHLEBITIS NECROTISANS?) Presented by Dr. M1Hran 


B. PAROUNAGIAN. 


The patient, W. C., aged 43, was admitted to the clinic for cutaneous diseases 
the Bellevue Hospital on Sept. 19, 1932, on account of cutaneous lesions on his left 
lower extremity, the duration of which was said to be three or four weeks. He 
said that he had not had venereal disease. Wassermann tests on Sept. 19 and 
Oct. 3, 1932, were negative. 

He stated that the first lesion appeared on the upper portion of the tibia 
(anteriorly) as a brownish discoloration. A few days later other similar lesions 
appeared on the same extremity, extending from the upper portion of the thigh 
to the metatarsal joint of the great toe. Some of the lesions were ulcerated. All 
of them were hemorrhagic, with deeply pigmented areolae with whitish scarlike 
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centers. They were painful to the touch. He had had no injections for varicose 
veins and did not seem to have any varicosities. There were vesicles on some of 
these lesions. The lesions seemed to follow about the same direction on the 
anterior aspect of the left lower extremity. 


DISCUSSION 


Dr. Josepu J. Etter: I think that this is a case of herpes zoster gangrenosus. 
Dr. H. J. F. WaALLHAUuseR: I was much interested in this case, having had a 
patient with a similar condition under treatment over a period of about two years ; 
in that case the clinical symptoms consisted of bluish-black papules varying in size 
from that of a pinhead to that of a pea, arranged in irregular, linear streaks, 
involving the anterior surface of the legs and the area over the insteps. Necrosis 
gradually developed, each papule becoming necrotic centrally, and the result was 
atrophy with peripheral pigmentation; periphlebitis ulcerans was suggested as a 
possible diagnosis, which best described the clinical manifestations. The con- 
dition finally responded to increasing doses of syrup of iodine and iron. 

Dr. Davin L. SATENSTEIN: This patient presents both superficial and deeply 
ulcerated lesions. The history of papules or nodules preceding the ulcerations, 
the intensity of the process, the relation to the veins, would favor the classification 
of the process in the phlebitis necrotisans group. As to herpes zoster gangrenosus, 
the clinical history and the course and character of the lesions are against that 
diagnosis. 

Dr. Lupwicg OULMANN: I never knew of a case of herpes zoster gangrenosus 
occurring without pain or appearing in crops. Before venturing any diagnosis, I 
should like to know the results of a microscopic examination. 

Dr. Georce C. ANprews: I think the diagnosis cannot be decided on. The 
lesions will have to be studied further. There is definite evidence against 
gangrenous herpes zoster: the absence of pain and of a cold at onset. I think one 
other consideration should be entertained because of the unilateral distribution and 
tendency to grouping and the fact that the lesions exist in various stages of 
development, some being fresh and others having retrogressed and left scars, 
namely, the possibility of a superficial and unusual type of syphilis. 

Dr. Mrnran B. ParouNnAGIAN: When I first saw the patient I thought of the 
diagnosis that Dr. Eller suggested, but further development of the condition 
excluded that of herpes zoster gangrenosus. I am glad I brought the patient here, 
as I have never seen a condition like this. A biopsy will be done and reported at 
our next meeting. 


CARCINOMA OF THE TONGUE IN A SYPHILITIC PATIENT. Presented by Dr. 
MIHRAN B. PAROUNAGIAN. 


Mr. H. D., aged 53, gave a history of a genital sore thirty-two years pre- 
viously, which had been treated locally. He felt no ill effects until February, 1932, 
when he bit his tongue on the right side and the wound did not heal. His physician 
suggested a Wassermann examination, and the result was four plus. He applied 
to a clinic, where he was given three injections of bismuth, and then he came 
to the Bellevue clinic on Aug. 8, 1932. 

The result of our Wassermann test was reported as four plus, and thereupon 
the patient was given eight injections of neoarsphenamine and nine of mercuric 
salicylate, without perceptible improvement. Examination revealed an extensive, 
deep ulceration on the right border of the tongue near the base. The submaxillary 
glands were enlarged. He was referred to our department for radium therapy, 
but he had not gone there. 


DISCUSSION 


Dr. Joserpn J. Ecvter: A heavily infiltrated carcinoma of the tongue should 
be treated with radium rather than by extirpation. Treatment with radium needles 
or seeds and high voltage roentgen treatments for the glands of the neck are 


517 
517 

= 


518 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


indicated. I think the patient has just as good a chance for cure with that form 
of treatment as with extirpation, without the pain caused by the latter procedure. 
I should suggest injections of bismuth for the general condition. 

Dr. Max ScHEER: I should suggest radium in preference to surgical inter- 
vention in this case. 

Dr. Davip L. SATENSTEIN: I favor some form of palliative treatment rather 
than heroic and mutilating treatment. Regardless of the treatment, the prognosis 
is bad. 


Report oF A Case. Dr. Ira A. McCown (by invitation). 


This case shows a polyglandular syndrome in a Negro simulating reported 
cases of pituitary basophilism, complicated by the maculo-anesthetic type of leprosy, 
the latter disease in no wise influencing the former syndrome, but being entirely 
independent of it. 

The patient, Henry A., a colored man, aged 29, was born on Dec. 7, 1902, on 
Turck’s Island, British West Indies. The patient was apparently healthy during 
childhood and puberty and came to New York City at the age of 18, free from 
any of the symptoms from which he now suffers. There is a history of obesity 
in the family, but no history of later cutaneous disease. 

About four years previous to presentation, the patient weighed 175 pounds 
(79.4 Kg.), and since that time he has gained weight steadily, and rapidly within 
the past year, the obesity being confined to the neck, shoulders, chest and espe- 
cially the abdomen. The patient has gained 40 pounds (18.1 Kg.) within the past 
year. About two years before presentation he noticed that his face was becoming 
dusky, with slight itching; at the same time he noticed pigmented areas over 
different portions of the body, most marked on the feet and hands. About one 
year previous to presentation, he went to a local doctor for what he thought was 
eczema of the hands, palms and fingers. He was given a salve, with no apparent 
benefit. The lesions progressed to the present type of trophic ulcers occurring 
on the palmar surface of the skin of the left index and right middle and index 
fingers. These ulcers were anesthetic, and areas of hyperesthesia adjacent to 
them were elicited. Areas of depigmentation occurred over the extremities and 
buttocks. These areas were likewise hyposensitive; circumscribing these depig- 
mented areas, the skin was somewhat darker. In view of these findings, a suspicion 
of leprosy was aroused, and this was confirmed at Bellevue Hospital by Dr. 
Parounagian, chief of the department of cutaneous diseases. 

Other facts of importance in relation to his polyglandular syndrome are as 
follows: The patient weighs 242 pounds (109.8 Kg.) stripped, and is 5 feet and 
7 inches (170.2 cm.) in height. The breasts are of the female type; the abdomen 
is very obese, and 120 cm. in circumference at the level of the umbilicus, which 
is in sharp contrast to his relatively small-sized thighs and legs. There is a normal 
distribution of hair on the pubis. The genito-urinary organs show no apparent 
atrophy or abnormality. 


Laboratory Data.—The blood pressure was 160 systolic and 120 diastolic; there 
was moderate hypertension. The blood count showed: white cells, 8,200; poly- 
morphonuclears, 70; lymphocytes, 30; red cells, 5,200,000; hemoglobin, 95 per cent. 
Urinalysis showed slight traces of albumin, but no casts; sugar, 3 per cent, indicat- 
ing a marked glycosuria. The blood sugar was only 150 mm. per cubic centimeter, 
thus pointing toward an extremely low renal threshold. The basal metabolic rate 
was —20. Roentgenograms of the skull showed no abnormality or growth of 
pituitary origin. 

The laboratory data, correlated with the patient's marked polydypsia and 
polyuria (he passed urine five and six times in one night), together with the low 
basal metabolic rate of — 20, suggest some functional disturbance in the pituitary 
gland. Many of the symptoms in this case parallel those reported in twelve cases 
collected from the literature and reported by Dr. Harvey Cushing less than a 
year ago. About half of his cases included observations at autopsy which were 
significant. Autopsy invariably revealed an adenomatous growth of the anterior 
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pituitary gland confined to the basophilic cells of that gland in contradistinction 
to the adenomas found in the acidophilic cells of the pituitary gland which are 
observed in cases of acromegaly. In the cases which did not come to autopsy, it 
was suggested that the patients may have been suffering from the same clinical 
syndrome as those in the cases which came to autopsy and in which a histo- 
pathologic diagnosis of basophil adenoma of the pituitary gland was made. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


P. BoarpMaAN, M.D., Secretary 


Regular Quarterly Meeting, Oct. 19, 1932 


ArtTHUR M. GREENWOOD, M.D., Presiding 


Kaposi's SARCOMA. Presented by Dr. Vincent J. RYAN. 


H. S., aged 65, a Jewish salesman, noticed small reddish nodules on the legs 
nine years before presentation. The onset was very sudden, and one crop of 
lesions was followed by another. There has been considerable pain with each 
new lesion. Multiple pigmented nodules, varying in size from that of a small pea 
to that of a walnut, are present. Some of them appear reddish; others are 
bluish black. Many of the lesions are of a gelatinous appearance. The right 
palm shows a lesion of three weeks’ duration, which appears to be of vesicular 
origin. Laboratory tests gave negative results. 

The patient has received massive roentgen treatment in the last few years. 
He has been under my care for the last year and a half, and some of the larger 
nodules were removed by operative procedure. At the present time he is receiving 
applications of radium, filtered, to the more painful lesions. 


DISCUSSION 


Dr. C. Guy LANE: I want to call attention to the fact that one sees Kaposi's 
sarcoma elsewhere than on the feet and the legs. At the present time at the 
Massachusetts General Hospital we have two patients with lesions elsewhere. One 
has very distinct tumors on the nose, and the other has rather large, firm, pig- 
mented, typical penile lesions, with one or two scrotal lesions as well. In the 
first case there are also lesions on the legs. The lesions on the nose have been 
almost cured with roentgen therapy. The lesions on the legs have also smoothed 
out. The other patient has not done well with irradiation. I recall also another 
case in which the lesions started on the toes. Later, as the disease progressed, 
typical large and small nodules developed on the legs. 

I feel that it is of importance to follow the blood counts in these cases. 
Dr. Greenwood and I have reported a case of mycosis fungoides in which, as the 
disease progressed, an increase of white cells occurred and definite lymphatic 
leukemia developed. 


SYRINGOMYELIA OR MorRvan’s Disease. Presented by Dr. ViNcENT J. RYAN. 


B. G., a farmer, white, an American, aged 17, from the dermatologic depart- 
ment of the Memorial Hospital, noticed a blister which appeared at the tip of the 
left index finger, without apparent cause, one year previous to presentation. The 
blister broke and discharged a watery secretion, which continued for two months 
before healing occurred. During this time the patient did not consult a physician. 
One month later, he noticed a similar condition on the middle finger of the left 
hand. He then went to the surgical clinic of the Memorial Hospital, and was 
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treated there for nine months. One week before presentation, he was referred 
to the department for diseases of the skin for consultation. At the present time, 
the distal phalanx of the index finger shows a healed ulcer with moderate thick- 
ening of the surrounding tissue. The middle finger shows marked deformity oi 
the distal phalanx with paronychia. There is marked swelling throughout the 
entire finger. The dorsal surface of the middle phalanx shows an ulcer of three 
weeks’ duration. There is loss of sensation to pain, heat and cold and retention of 
that of touch. 

The Wassermann reaction was negative. The roentgenogram showed a 
chronic infective process. The blood sugar is normal. 

In the surgical service the patient has been given the usual antiseptic lotions 
and dressings for the past several months. The finger was operated on three 
months ago with the hope of finding some foreign body which might have 
retarded the healing. The surgeon was unable to find any cause for the delayed 
healing. 

DISCUSSION 


Dr. J. G. Down1ncG: The boy first noted lack of sensation after the wound 
on the anterior surface of his wrist. I suspect a relationship between the wound 
and the cutaneous condition. 


Dr. F. P. McCartuy: The case is very suggestive of an injury to the nerve. 
The first symptoms in the index and the middle finger followed about two weeks 
after the healing of the wound. There seems to be a direct connection. 

Dr. V. J. Ryan: I hesitated to make a diagnosis of syringomyelia when | 
first saw the patient, but the boy stated that there is loss of sensation to pain and 
temperature but not to touch. If the condition is not syringomyelia, what else 
can it be? The only other case of syringomyelia I have seen was similar to this 
one. There was no injury; first the blister formed, and then the symptoms were 
elicited. I believe that the condition is an early case of syringomyelia, and | 
will be glad to show the patient again within the next few months. 

Dr. C. Guy Lane: So far as therapy is concerned, at the Massachusetts 
General Hospital, a few patients have been treated with high voltage roentgen 
irradiation, and I know that there has been some improvement in these cases. 


Dr. V. J. Ryan: This patient has been under treatment for months. 


LYMPHANGIECTASES OF TUBERCULOUS ORIGIN. 
RONCHESE. 


Presented by Dr. FRANCESCO 


F. F., a man, white, aged 39, born in Italy but a resident of this country for 
twenty years, a plumber, has had a condition of the skin of about five years’ 
duration, involving the upper part of the thighs, groins, pubis and scrotum. The 
family history is irrelevant. There is no history of previous attacks of erysipelas 
or other acute infections. The patient has never lived in any country other than 
Italy and the United States. In 1918, he had an axillary gland removed; a 
diagnosis of tuberculosis was made. The lesions are wartlike and translucent 
and range in size from that of a pin-head to that of a pea; at present the nodules 
are scattered only on the upper part of the thighs. The nodules are easily broken, 
exuding lymph, sometimes in such quantity to wet the patient’s clothes. There are 
scars of glandular abscesses on the groins and the neck. 

The Wassermann reaction was negative. The tuberculin test was positive. 
Biopsy of a nodule showed intra-epidermal cavities partly empty, partly con- 
taining blood and amorphous material. Biopsy of a lymph node revealed 
tuberculosis. 

The patient received five roentgen treatments three years ago, without result. 
Then the nodules on the left thigh were treated with the desiccating current, with 
fair results. On Nov. 20, 1931, Dr. Eric Stone performed a resection of the 
inguinal glands, and part of the scrotum and tunics, with fair results. Since that 
time, the patient has had thirty applications of diathermy, and he is wearing elastic 
stockings. 
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MULTIPLE BENIGN EpPITHELIOMA OF THE SCALP (TURBAN Tumors). Presented 
by Dr. FRANCESCO RONCHESE. 


S. B., Swedish, aged 72, a janitor, gives a history of tumors on his face and 
forehead, the first one occurring twenty years before presentation; these tumors 
have slowly increased in number and size. He now shows on his face a few 
scattered, round, pinkish nodules, ranging in size from that of a pinhead to that 
of a pea. On and above the hairline there is an area containing about fifty tumors, 
ranging in size from that of a pinhead to that of a small cherry. Several more, 
the size of a cherry or of a small walnut, are scattered on the scalp. Some of 
them are protruding, lobulated and freely movable, with a large base. Some of 
them are less protruding, almost flat and somewhat embedded in the subcutis. On 
the back there are four flattened and slightly pedunculated tumors the size of a 
hazelnut and a great many the size of a pea. The color of the tumors on the 
frontal region of the scalp is sharply pink. The largest tumors on the rest of 
the scalp are purplish blue. The ones on the back are whitish. On the surface 
they show winding, enlarged vessels. The consistence is firm in the small tumors, 
softer and rubber-like in the larger ones. They are smooth and almost hairless. 

The Wassermann reaction was negative; the results of urinalysis, chemical 
examination of the blood, blood count and differential count and the amount of 
hemoglobin were practically normal. Pathologic examination showed basal cell 
epithelioma of the noncornifying type. 

Surgical excision with the knife or with the cutting current gave the best 
results. Radium has been used on one tumor (seven needles of 5 mg. left in place 
for seven hours). After eight months the tumor was reduced to one third of its 
original size, 


DISCUSSION 


Dr. A. M. GreENwoop: It did not seem to me that the tumors were com- 
posed of epithelial cells. They appear to me more like endothelial cells. Has any 
one else an opinion on that? 

Dr. FREDERICK S. Burns: The tumor seemed to me more like an endo- 
thelial than an epithelial one. 

Dr. F. Roncuese: Of thirty-three cases reported, the tumors in only five 
cases were considered endotheliomas. The majority of the authors who have 
discussed the subject are in favor of an epithelial origin. 


A CASE FoR DIAGNOSIS (PSEUDOXANTHOMA ELAsTICUM DARIER?) Presented 


by Dr. FRANCESCO RONCHESE. 


P. L., a man, white, aged 58, an American, a silver polisher, from the derma- 
tologic department of the Rhode Island Hospital, stated that lesions of the skin 
appeared on the right leg; they spread onto the left leg, and then slowly upward 
to the groin and the trunk. The most recent lesions, which are located sym- 
metrically on the shoulders, on the groins and on the middle of the back, appear 
as lentigo-like, reddish-yellow papules ; some are slightly keratotic; some, atrophic ; 
some, scattered, and some, confluent. The lesions located in the center of the 
group are most pronounced. Toward the periphery they gradually merge into 
normal skin. 

The Wassermann reaction is negative. ‘The results of a blood count, and of a 
differential count, the amount of hemoglobin and the results of chemical analysis 
of the blood and the urine are normal. The basal metabolic rate is —3. Biopsy 
showed lymphocytic infiltration, mild keratosis and slight degeneration of the 
elastic fibers. 

AS a trial, roentgen irradiation was administered to the middle of the upper 
part of the back (one-half skin unit filtered). The lesions have cleared up. 


DISCUSSION 


Dr. J. G. Downtnc: In this case, I find that the lesions appeared two years 
after the patient began his occupation. He is a silver polisher. He dampens 
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the polish and applies it with a revolving brush, so that there must be a con- 
siderable amount of powder distributed all the time. I think that a man who has 
done this work for twenty-five years must absorb enough polish to cause these 
lesions. I know another case of this condition in a man who had the same 
employment. This patient went on a farm for a while. While he was on the 
farm, the lesions cleared up. 

Dr. F. P. McCartuy: That same thought occurred to me. The patient has 
been at this work more than twenty years. He does only a part of the polishing. 
He receives the articles to be polished, but he has contact with the silver, and 
when I looked at the marked pigmentation, the question of absorption became 
prominent in my mind. I suggest that a section of the skin be studied to see 
whether or not there are increased granules in the tissues, and that a chemical 
examination of the skin be made. 

Dr. E. M. StanpisH: On the lower part of the right leg there are an area 
of definite atrophy, and pigmentation and a definite circulatory lesion of some 
kind with discoloration, so that I think one has to consider poikiloderma atrophicans 
vasculare as a possible diagnosis. 

Dr. F. S. Burns: It seems to me that there is a suggestion of atrophy, 
clinically, and on looking at the biopsy slide it would seem to me that there is 
probably a degeneration of the basic connective tissue. As far as I could tell 
from the slide, there certainly is evidence of collagenous degeneration. If there 
is any evidence of degeneration of elastic tissue in that slide, I could not see it. 
I favor a diagnosis of some form of connective tissue degeneration. I think that 
the name xanthoma is rather an old one and indicates a preference from the 
histologic point of view. The only case that I have in mind that would compare 
with this is one that I saw a number of years ago with Dr. Charles J. White, 
that of a Russian who had been a baker in Russia, and it had been necessary for 
him to sleep on top of the oven. From that history of his continued exposure to 
extreme heat, I considered the possibility that the heat caused the change, which 
was proved to be a hyaline degeneration. 


SevamMous CELL CARCINOMA OF THE ScALp. Presented by Dr. Vincent J. 
RYAN. 

W. F., a man, white, aged 55, an American, a carpenter, presented the follow- 
ing history: Fourteen years before presentation he noticed a small growth over the 
bone on his right temple. It was about the size of a pea, and he paid no attention 
to it. However, six months later it grew considerably, and he consulted his 
family physician, who applied an acid to the lesion. Three years later, it grew 
considerably, and he was admitted to the clinic for diseases of the skin of the 
Memorial Hospital, where he was given several roentgen treatments. One year 
ago, the patient came to my office with an ulceration of the scalp involving an area 
from the right frontal bone to the occipital bone. There was a rolled border sur- 
rounding the lesion. Considerable serous discharge was present. At presentation 
the right side of the scalp showed an area dotted with islands of skin which were 
taken from the medial aspects of both thighs and grafted in place. 

The Wassermann reaction was negative. The entire area was removed one 
year previous to presentation with endothermy, and rectal anesthesia was used. 
Eight weeks later a French skin graft was performed. 

Microscopic examination of the tumor, sections having been made through 
different areas of the ulcerated skin, showed reticular epithelial cell formation 
below the surface, evidently a basal cell epithelioma, springing from the roots of 
the hair and glands of the skin. In some areas this growth, which occurred in 
patches and was not continuous, reached the upper layer of the skin, where the 
epidermis proper was destroyed. In other areas the epidermis was still in situ 
and covered the basal growth. Toward the edge of the ulcer the epidermis itself 
was considerably thickened and proliferated downward, forming nests of prickle 
cells containing horny whorls. This area was suggestive of squamous cell epithe- 
lioma. The remainder of the epidermis proper showed a fairly normal appearance. 
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The pathologic diagnosis by Dr. C. E. Schradieck was that of an old chronic 
ulcerative basal cell carcinoma with a typical proliferation of the squamous 
epithelium about the infiltrated edges of the defect. 


DISCUSSION 


Dr. F. P. McCartuy: The localization of this low grade form of squamous 
cell carcinoma bears out the idea that a malignant condition of that type is apt 
to remain locally malignant in that part of the body more than on any other part 
of the skin. Below the mouth it metastasizes very early. 


PsorIASIFORM LATE SyYPHILID. Presented by Dr. Vincent J. Ryan. 


M. S., a housewife, Polish, aged 39, noticed an eruption on the body seven 
months before presentation, which was covered by white scales that caused con- 
siderable itching. She had been using various ointments for four months, with no 
result. One month before presentation, she was admitted to the skin clinic of the 
Memorial Hospital for treatment. At that time, a diagnosis of psoriasiform 
syphilid was made. The patient was given a 5 per cent ointment of salicylic and 
ammoniated mercury for the scales and itching. A blood test was made at that 
time, which was negative. She returned to the clinic two weeks later. At that 
time the lesions showed no scales, and there was an absence of itching. Another 
Wassermann test was made, the result of which was 2 plus, and the Hinton test 
was negative. The patient was given 0.45 Gm. of neoarsphenamine. The fourth 
week the Wassermann reaction was 4 plus, and the Hinton test was positive. At 
presentation the patient showed large, irregular, dark brownish patches on both 
knees and thighs. These lesions had a tendency toward are formation. They 
were very superficial and caused no subjective sensation. 


DISCUSSION 


Dr. Loretta J. Cummins: When I saw the patient she told me that this 
condition had existed for ten months, and later she said that she had had these 
lesions for seventeen years. 


Dr. C. Morton Situ: The appearance of the lesions on the limbs seems 
to be perfectly consistent with late syphilis. She said that she had had nine preg- 
nancies. The first resulted in the early death of the fetus. The young woman 
with her was the second child. The teeth were entirely normal. I could get 
no history of ocular trouble, growing pains or the ordinary stigmas of congenital 
syphilis in this young woman. It certainly seems unusual that these lesions could 
have remained for seventeen years. What treatment is the patient now receiving? 


Dr. Vincent J. Ryan: She has had only one injection of 0.45 mg. of neo- 
arsphenamine. When she came to us four months ago the blood test was negative. 
She returned in a month, and another blood test showed a 2 plus Wassermann 
reaction, with a negative reaction to the Hinton test. Another Wassermann test 
was made, and it showed a 4 plus Wassermann reaction with a positive Hinton 
test. When the patient first came there was generalized scaling, but now the 
scales are absent. She now has a negative serologic reaction. 


Dr. C. Morton Situ: It appears that there is difficulty in getting uniform 
reports from the same laboratory with the different tests. In a case in which 
there has been a positive Wassermann reaction and a negative Hinton reaction 
this may be explained by the fact that the two tests are based on different 
underlying principles. I think that any one who has seen the lesions of the patient 
presented today will approve of the treatment. 

Dr. E. L. Orrver: I have three cases of secondary syphilis in all of which 
there were positive Wassermann and negative Hinton reactions. I have also 
had a case of primary syphilis with a negative Hinton and positive Wassermann 
reaction. 
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Dr. C. M. Smiru: In spite of that observation, I think that the Hinton test 
is a little bit more sensitive than the Wassermann test, particularly in the latent 
cases. I think that its use may not be of any advantage in making an early 
diagnosis. 


Late CuTaNgous Sypnitis GRANULOMA OR ANNULARE. Presented by Dr. 
S. WILcox. 


G. N., aged 55, white, an American, a housewife from the department of 
diseases of the skin of the Rhode Island Hospital, has had an eruption on the 
right side of the face under the eye and a slight lesion in the left ear for two 
and a half years. The patient was first seen in the outpatient dermatologic 
department, in March, 1931. At that time, there were several arciform configura- 
tions on both sides of the face near the nose, with a trace on the forehead and 
over the bridge of the nose; the segment of a circle was made up of papules 
which showed distinct infiltration on palpation. At presentation the patient showed 
two separate segments of a circle on the right cheek under the eye and a trace 
of a similar condition in the lobe of the left ear. There was no marked induration 
of the lesions, and there was no noticeable scar formation at the sites of former 
lesions. 

The Wassermann and Hinton reactions were negative. 


The patient received iodides and mixed treatment for two months in 1931, 
then weekly injections of neoarsphenamine followed by weekly injections of 
quinine bismuth iodide. 


DISCUSSION 


Dr. Austin W. CHEEVER: It seemed to me that with a negative serology 
and a long course of treatment syphilis can be ruled out in this case. I believe 
this so decidedly that even if the Wassermann reaction had been positive, I should 
say that the condition is not syphilis. 


Dr. C. M. Smiru: It seems to me that the condition is probably not syphilitic. 


Dr. R. S. Witcox: This case was presented at the spring meeting of the 
society, in 1931. I was much interested in getting the opinion of the Boston men, 
who discussed the case at that time, since there was quite a divergence of opinion 
among the members in Providence as to the correct diagnosis. The presentor was 
advised to put the patient on a course of iodide of potash and mercury and to 
watch the results. 


SCLERODERMA CIRCUMSCRIPTA. Presented by Dr. S. Witcox. 


E. W., a school girl, American, white, aged 12, has an eruption which started 
in November, 1931, under the right eye following an attack of “pink eye.” She 
now shows a slightly elevated ivory colored patch around a scar below the right 
eye; the scar dates from a fall in 1926. There is also a group of scattered, 
depigmented round lesions over the shoulders. 

Urinalysis gave negative results. The Wassermann reaction is negative. On 
May 9, 1932, the basal metabolic rate was on the average — 12.7, and on Sept. 2, 
1932, it was on the average —14.3. The patient was given thyroid, one-quarter 
grain (0.0162 Gm.) three times a day. 


SCLERODERMA. Presented by Dr. Roswett WILcox. 


R. H., a woman, an American, white, aged 20, a worker in a jewelry factory, 
from the department for diseases of the skin of the Rhode Island Hospital, is 
suffering from an eruption which started about eight years ago following scarlet 
fever and diphtheria. There is no familial history of a similar disease, and no 
history of trauma or of joint or muscular pain. When the patient was first seen 
in May, 1931, she showed several patches varying in size from that of a pea to 
almost the size of a palm. All of the patches were almost white or ivory, slightly 
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cevated, parchment-like in appearance and feel, and round, oval or elongated. 
Today the patches are more numerous; some of the original ones appear wrinkled 
and atrophied and less indurated. The lesions are sensitive to cold. 

The Wassermann and the Hinton reactions were negative. On May 15, 1931, 
the basal metabolic rate was —14. The patient received one fourth grain 
(0.0162 Gm.) of thyroid three times a day, treatment with ultraviolet irradiation 
(air-cooled lamp) and massage. ‘ 


DISCUSSION 
Dr. J. Mutter: I should like to make a suggestion that pancreatic therapy 
be used in this case. I have seen patients so treated with very striking results. 
Dr. F. Roncnese: Of interest are the large areas of spontaneous involution 
on the abdomen, with depressed but normal skin. 


ONYCHODYSTROPHIA. CONGENITAL SyPHILis (7).- Presented by Dr. HERBERT 
ABEL, 


In C. L. W., an American boy, aged 4% years, the mother noticed, shortly 
after the patient’s birth, that the finger-nails and toe-nails were thick, rough, 
hard and black. At 9 months of age, the nails were cut by a chiropodist, and 
have been cut every three months since that time. During the last year and a 
half, blisters appeared all over the feet; some were filled with pus, and some with 
clear fluid. There have been no blisters lately. The father and mother are both 
dead; the mother died of a cerebral tumor. There is no history of syphilis in 
the family; no other member has a condition similar to that of the patient. The 
patient was admitted to the Rhode Island Hospital, on Oct. 6, 1930. At that 
time the finger-nails and toe-nails were rounded transversely, rough, black and 
thickened, especially at the tips. The toe-nails were thicker than the finger-nails. 
There was a horny formation on the dorsum of the left foot, and there were hard, 
flat, smooth plaques on the medial aspects of both feet. Recently, filiform 
keratoses have been noticed on the body. 

The Wassermann and Hinton tests were negative. A roentgenogram of the 
skull to determine whether or not an endocrinopathic condition was present showed 
no definite variation from the normal. The patient received twelve injections of 
0.05 Gm. of sulpharsphenamine and fourteen injections of 1 cc. of quinine bismuth 
iodide. The nails are whiter now; the finger-nails are not as_ thick as they 
were. The general condition is better. 


DISCUSSION 


Dr. E. MyLes STanpisHu: I think that because of the distribution and because 
of the hyperkeratosis of the follicles, this case should be considered as a congenital 
ectodermal defect. 

Dr. WitttAm P. BoarpMAN: Certainly it was very noticeable that these 
scaling lesions were definite on both knees and elbows and on the buttocks, though 
i could not find a bleeding point. It seems to me that this patient should be 
watched for psoriasis. 

Dr. Maurice J. Strauss: The history showed that the patient had cornified 
lesions of the nails, and at this time he also shows peculiarities in the formation 
of the skin. 

Dr. FRANCESCO RONCHESE: In Fox’s book of diseases of the skin in children 
there is a picture of finger-nails exactly like those of this patient; these children 
are said to have “congenital syphilis.” 

Dr. Austin W. CHEEVER: I cannot quite see how congenital syphilis could 
account for the condition of the nails lasting all these years. Neither do I see 
how the hyperkeratotic condition of the soles could be accounted for by syphilis. 

Dr. FrepertckK S. Burns: I am wondering what relation the hyperkeratotic 
lesions on the soles would have to congenital syphilis. 
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ALopECIA CICATRISATA OR PsEUDOPELADE. Presented by Dr. Cart W. Sawyer. 


A., a man, an Italian, aged 22, gave a history of loss of hair in a few areas 
starting about a year prior to presentation. Other bald areas have appeared. A 
history of syphilis was not obtainable. There is no family history of a disease 
such as that of the patient, who shows several bald, atrophic, irregular areas on 
the scalp, most prominent on the crown. There are a few similar smaller areas 
in the occipital region. The margins are dotted with epidermic follicular plugs. 
The Wassermann reaction was 4 plus. 


DISCUSSION 


Dr. V. J. RYAN: With the pale spots appearing without known cause it seems 
to me that one would have to consider pseudopelade. I know of two cases; one 
of them occurred in a young woman who lost her hair, which grew again later. 
In both cases the patients have crowned teeth. They are going to have their 
teeth removed. 

Dr. C. D. Sawyer: I think that syphilis had nothing to do with the condi- 
tion of the scalp. As I understand it, pseudopelade is a synonym for alopecia 
cicatrisata. 


SPOROTRICHOSIS? LEUKEMIA? Presented by Dr. ALFRED G. NADLER. 


W. H., a man, white, aged 63, an American, has worked on lumber for thirty- 
five years, both in lumber yards and in the woods. About a year and a half ago, 
a swelling developed in front of the right ear. The lesion developed to the size 
of a nut and was surgically removed. Since then numerous similar lesions have 
developed on the face, neck, back and extremities, all of which have itched con- 
siderably. The lesions varied in size from that of a pea to that of an egg. Some 
were excised; others were incised, and others opened spontaneously. The patient 
has applied various salves and lotions, but has not taken any internal medication. 
He had a ruptured appendix about 1912, but he remembers no other illness. The 
family history and the marital history are irrelevant. The patient stated that he 
has not had venereal disease. On physical examination he showed numerous pig- 
mented brown circular lesions, from 1 to 2 cm. in diameter, some with white 
centers, others excoriated. Over the proximal end of the right radius, there was 
a plum-sized, subcutaneous, nonfluctuant node. There was edema of the right arm 
and hand. He also showed a generalized glandular enlargement. The blood 
pressure was 116 systolic and 72 diastolic. The pulse rate, respiratory rate and 
temperature have remained normal, except for a slight rise following infection 
of a biopsy wound. 

The patient has received iodide of potash for the past month, 15 minims 
(0.92 cc.) being given three times a day. During this time one new lesion has 
appeared on the dorsum of the left foot, which was preceded by a burning sensation. 

The red cell count was 4,090,000; the hemoglobin, 73 per cent, and the white cell 
count, 21,250. The differential count showed: polymorphonuclear leukocytes, 37 per 
cent; lymphocytes, 50 per cent; large mononuclears, 2 per cent; eosinophils, 10 per 
cent; basophils, 1 per cent. Urinalysis gave negative results. The Kahn reaction 
was negative. Culture of a serous exudate from a cutaneous lesion on agar showed 
Staphylococcus. The results of culture on Sabouraud’s medium have not yet been 
reported. 

A roentgenogram of the chest was negative. A tuberculin test (with old 
tuberculin 0.001 mg. injected intracutaneously) gave negative results. Culture from 
an excised node showed only Staphylococcus. 


DISCUSSION 


Dr. M. J. Srravuss: I do not subscribe to the diagnosis of sporotrichosis, 
in spite of the fact that the man comes from North Dakota. He has itching. 
The lesions on the legs are simply scars. On the face he has fresh lesions; it is 
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evident that the patient has dug the skin out with his finger-nails. Five white 
cell counts were made in which the white cell count varied from 15,000 to 24,000. 
There was another factor which is not in the history. I looked at the sections 
of the skin taken from the neck. The piece of gland was not taken from the 
center but from the edge, and it does not definitely show the structure of either 
Hodgkin’s disease or lymphoma. The reticular structure of the gland is definitely 
destroyed. In addition to that, all over this gland there are large numbers of 
eosinophils, and there are numerous large eosinophilic cells, with paler-staining 
cytoplasm. There are a great many mitotic figures. I still am not ready to give 
up the diagnosis of leukemia or of Hodgkin’s disease. 

Dr. J. H. Swartz: I was going to make the same statement. The patient 
states that he lost 30 pounds (13.6 Kg.) since last spring. The lesions are not 
very definite, except over the sacral region. They look like pigmented scars as 
a result of scratching. I think that the condition is probably leukemia. The 
patient also has marked enlargement of the gland. 


IpIopATHIC HEMORRHAGIC SARCOMA OF Kaposr. Presented by 
Dr. B. COHEN. 


R. R., a man, born in Lithuania, aged 58, a merchant, came to this country 
when he was 13 years old. Twenty-five years before presentation he contracted 
syphilis. He stated that he was under treatment for ten years. Repeated tests 
of the blood have shown a negative Wassermann reaction. The last test was 
made two months ago. Six years ago he was successfully operated on for fistula 
in ano. 

For five and a half years, the patient has had an eruption which is now present 
on the face, arms, penis, thighs, legs and feet. Most of the lesions are reddish- 
purple nodules of firm consistency. Some of them are discrete; others have 
coalesced into infiltrated plaques. Between the toes the lesions have become cystic. 
Vesicles have appeared, and there is considerable maceration of the skin with 
fissuring. 

Microscopic examination showed that the overlying epidermis was normal or 
perhaps slightly thinned. Beneath it in the cutis was a small mass of rather 
young or proliferative fibrous tissue cells. They were spindle-shaped and closely 
placed. There was little intercellular material. Rather numerous small capillary 
vessels were squeezed between these tumor-like cells. These vessels were not 
dilated. About the lesion were accumulations of inflammatory cells, mostly 
lymphocytes. There was a brownish pigment, which was taken to be blood pigment. 
Some of this was found within phagocytic cells. 

This histologic description seems to agree with descriptions of rather old lesions 
of the “sarcoma of Kaposi.” The rather adult cells have probably squeezed out 
the dilated vessels seen in younger lesions. 

While one would hesitate to make a diagnosis from the section alone, it is felt 
that the histologic features, together with the clinical findings, probably justify 
such a diagnosis. 

DISCUSSION 


Dr. W. T. Garrietp: We had a case similar to this one at the Hospital. 
Without expecting it to do any great amount of good, I prescribed solution of 
potassium arsenite, and at the second visit I was very much surprised to see how 
much regression had occurred in the lesions. The patient is still taking solution 
of potassium arsenite. 


Dr. F. P. McCartuy: I performed a biopsy in the case which Dr. Garfield 
mentioned; in this patient, the lesions followed along the vessels of the right fore- 
arms and there were a few lesions on the left arm. From the particular lesion 
in the case shown, the distribution may be anywhere in the buttocks. 
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PARAPSORIASIS LICHENOIDES. Presented by Dr. Epwarp R. MALONEY. 


D. R., an Italian boy, aged 13, presents on the face, trunk, thighs and upper 
extremities macules and papules of rose or slightly reddish color of eight weeks’ 
duration. Some of the papules were infiltrated and had a collarette about them. 
The eruption resembled that of secondary syphilis. There was no history of 
infection, and the Wassermann reaction was negative. 


AcANTHOSIS NIGRICANS. Presented by Dr. Hans J. ScHwWaRTz. 


A. D., a woman aged 46, had been troubled with the condition shown at this 
presentation for two or three years. She presented typical lesions in the mouth, 
axillae and groins and on the feet. A biopsy was made on the lesion on the 
cheek in August, 1931, and was reported as showing benign epidermal papilloma. 
Histologic study of a piece of tissue from the left axilla showed papilloma associated 
with pigmentation of the basal layer and slight mucinous degeneration of the 
superficial connective tissue of the corium. 


DISCUSSION 


Dr. R. H. Rutison: I agree with the diagnosis, but I had the impression 
that acanthosis nigricans of such long duration would show some signs of a 
malignant condition of the viscera. 

Dr. P. E. Becuet: Dr. Rulison’s remarks reminded me of a case I reported 
at the Academy several years ago. The patient had cancer of the stomach, and 
the case ended fatally after a few months. The patient had thousands of peduncu- 
lated warts over the arms and legs and the genital region. The nonmalignant 
cases that I have seen happened to show very few papillomatous lesions. In my 
experience, pedunculated warty growths are much more frequently associated with 
internal cancer, and I wonder if this observation has been noted by others. 


Dr. H. J. Scuwartz: As to the question of malignancy, or internal carcinoma, 
the patient had been examined very carefully at the Memorial Hospital, and 
nothing has been detected so far, An interesting feature, which may or may not 
have some significance, is that when I last saw her the pigmentation seemed dis- 
tinctly less, and she and her sister thought the same. She stated that her dentist 
in Middletown suggested that the whole condition might be due to mercurial 
poisoning from a plate in her mouth. Since that was removed, she says the 
pigmentation is distinctly less. She is being sent to the New York Hospital for 
observation and study. Certain forms of mercurial poisoning do show a brownish 
pigmentation, I believe. I think that in only about 50 per cent of the cases of 
acanthosis nigricans does internal cancer develop. 


SCLERODERMA FROM AREAS OF VITILIGO. Presented by Dr. FRED WISE. 


Miss J. S., aged 22, was referred to me in consultation by Dr. C. E. Mullens 
of Albany, and was first examined on July 23, 1931, on which day she exhibited 
a widespread vitiligo involving the skin of the neck, temples, forehead, back of the 
hands, axillae, groins, vulva and thighs. The duration of the depigmentation was 
said to be two years. Until six months prior to this presentation there was not 
the slightest evidence of infiltration or superficial tenseness of the skin in any 
of the depigmented or normally pigmented areas. In some places, however, espe- 
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cially on the neck and shoulders, there were indistinct erythematous halos at the 
peripheries of some of the vitiliginous areas. There were no subjective symptoms. 
The basal metabolism was normal. The patient stated that she had been troubled 
with a colon bacillus infection of the bladder during the preceding winter, but 
that the trouble had cleared up at the time of consultation. 

She returned for a second examination on Oct. 19, 1932, at which time she 
presented many areas of typical scleroderma (morphea) situated directly in the 
sites of previously existing vitiligo. In some areas the affected region exhibited 
vitiligo in one portion, while the adjacent portion of the same circumscribed depig- 
mented area was occupied by a plaque of morphea. There was no- doubt about 
the sclerodermatic changes having arisen within the milieu of the vitiligo. In 
most regions a given circumscribed area consisted partly of vitiligo and partly of 
scleroderma. On the neck, especially in the lateral portions and on the forehead, 
the backs of the hands and the abdomen there were still several large areas of 
vitiligo, none of which showed any evidences of sclerodermatic alteration. The 
sclerodermatous plaques were roughly oblong, irregular and fairly well defined 
at the edges, and some exhibited a violaceous halo; they varied in size (roughly, 
from 1 to 3 inches [2.5 to 7.5 cm.] in various diameters), while the morphea 
plaque on the right clavicular area suggested a scleroderma en bande. There 
was no hiatus of normal skin between a patch of vitiligo and an adjacent area of 
scleroderma. 


DISCUSSION 


Dr. E. F. Traus: Vitiligo and scleroderma in the same patient are uncommon, 
but for the scleroderma to occur in the depigmented areas is exceedingly rare. 

Dr. C. M. Witttams: I think there is evidence that both conditions are 
trophic processes. The case reminds me of that of one of my patients (Betty) 
who had a mottled pigmentation over extensive areas which were not yet sclerotic. 


CuemiIcaL Tattoo. Presented by Dr. Paut E, BEcHET. 


A. E., a woman, aged 32, stated that she had a severe dermatitis venenata 
on her face two months prior to this presentation, which was bullous in character. 
She used wet dressings of copperas (ferrous sulphate) for several days. After the 
inflammation subsided, she noticed dark to light brown discolorations on the sites 
of the healed bullae. There has been little if any change in the discolored areas. 
The brownish patches are deeply seated and closely resemble ordinary tattooing; 
some of them are arranged in streaks. 


DISCUSSION 


Dr. C. M. WitiitamMs: What was used in treating the patient? 

Dr. E. F. Travus: Several years ago a patient consulted me because of a 
diffuse generalized pigmentation following the use of an iron salt in the treatment 
of severe widespread ivy poisoning. The color was dark brown, and the marks 
seemed to be deeply tattooed into the skin so that ordinary treatment and even 
peeling the skin slightly had little if any effect. Over a period of six months 
during which I followed this case there was no appreciable change in the pig- 
mentation. 

Dr. GeorGE M. MacKee: I recall a patient who had an exudative eruption 
on the face caused by contact with poison ivy. To this eruption were applied 
wet compresses of diluted tincture of iron. After the eruption disappeared there 
was a golden brown permanent discoloration. The discoloration in Dr. Bechet’s 
patient may be due to iron, and if so it is probably permanent. 

Dr. P. E. Becuet: The patient told me she used copperas and vinegar, or 
ferrous sulphate. It is interesting that Dr. MacKee should have observed a 
similar case in which the therapeutic agent used also contained iron. 
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Lupus Minraris Facier. Presented by Dr. E. F. TRavus. 


E. W., an unmarried woman, born in Germany, 47 years of age, was first 
seen about three weeks prior to this presentation, at which time she had an eruption 
that suggested rosacea. The condition had then been present for almost four 
months. She had received five or six roentgen treatments which had greatly 
aggravated the eruption. The condition was most marked over both cheeks and 
the chin with a few lesions on the nose and forehead. There was one tiny lesion 
on the left lower eyelid which suggested a stye but which had been present for 
two or three months without much change. The condition has improved under 
treatment with lotio alba, the eruption, which at first seemed to consist of papulo- 
pustules, flattening out and leaving slightly depressed brownish atrophic spots. 

The results of biopsy performed on one of the lesions were reported as follows : 
“The epidermis is thin with few rete pegs except those of the follicle opening. 
There is a diffuse cellular exudate scattered throughout an edematous corium. 
There are numerous giant cells, many of which seem to be of the foreign body 
type, while others are of the typical Langhans type. The deeper corium does not 
seem to be affected. The sebaceous glands are apparently normal. The exudate 
consists of plasma cells as well as lymphocytes. The whole picture gives the 
impression of tubercle formation without necrosis. The diagnosis is some form 
of tuberculosis cutis.” 

DISCUSSION 

Dr. Georce M. MacKee: The case impresses me as being one of a rosacea- 
like tuberculid. The condition does seem to be lupis miliaris for the nodules that 
are characteristic of the latter condition are lacking. Instead, there is marked 
erythema with follicular papules and pustules and some tiny pitted scars. At the 
Post-Graduate Clinic, where there are a number of these cases, good therapeutic 
results have been obtained with lotio alba. In one case the eruption disappeared 
during a series of injections of a gold preparation. 

Dr. E. F. Trausp: When the question of tuberculosis or tuberculid first 
arose in this case, I thought the diagnosis might be rosacea-like tuberculid of 
Lewandowsky. The title, “Lupus Miliaris Disseminatus Faciei,” was selected 
because of the finding of tubercles on microscopic examination. 


Lympn Stasis oF Sypuititic Oricin. Presented by Dr. C. M. WIL tams. 


Mrs. M. M., aged 42, came under observation on May 26, 1932. The disease 
began after she had stubbed the great toe of the left foot about seven years 
previously. The toe-nail became black; it was removed and the base was scraped. 
The foot became inflamed and pruritic, and later swollen and scaly. 

When the patient was first seen, the sole and both borders of the left foot, 
extending upward about 2 inches (5 cm.), were greatly swollen and thickly set 
with very small confluent vesicles, red and somewhat scaly. There was little 
maceration between the toes. The toe-nails were thick, soft and friable. Most 
of the dorsum of the foot was free from eruption, except for moderate invasion 
from the sides, but the eruption began again at the ankle and extended 5 or 6 
inches (13 to 15 cm.) up the front of the leg. There were discrete patches of 
eruption on the posterior aspect and on the sides of the leg; these patches were 
dry and scaly rather than vesicular. Following removal of superficial epidermis 
from the sole and inner border of the foot, there was a great deal of oozing, which 
had always been a prominent feature of the disease and had often been much 
greater than it was at the time of this presentation. Specimens from the sole, inner 
border and dorsum of the foot gave negative results for tinea. There was slight 
improvement from the use of boric acid wet dressings. The Wassermann reaction 
was then reported as four plus, and antisyphilitic treatment was started, under the 
influence of which there was great improvement—the dry scaly patches disappear- 
ing and the swelling subsiding somewhat. The Wassermann reaction is. still 
four plus. 

DISCUSSION 


Dr. C. M. Wittiams: The woman was undoubtedly syphilitic and presented 
tertiary (flat, nodular) lesions when first seen. The vesicular condition was 
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apparently a lymph stasis. Was there any connection between the two conditions ? 
A hasty search through textbooks gave very little information. The only notes 
bearing on the subject were by Mracek and Darier, both of whom spoke of syphilis 
as a primary cause of obstruction of lymphatic channels, leading to lymph stasis 
and elephantiasis. The occurrence of definitely syphilitic lesions on the affected 
leg and the improvement under antisyphilitic treatment were strong evidence that 
syphilis caused the obstruction. 

Dr. GeorceE M. MacKeEe: Some of the members of the society may recall a 
case presented several years ago by Dr. Fordyce. It was a case of elephantiasis 
of the lower lip, an enormous swelling of the lower lip which had existed for 
months and which was proved to be a syphilitic lymphangitis. 

Dr. J. F. Fraser: The action of the syphilitic toxin on the vessels could, 
in my opinion, produce the elephantiasis. The clinical course of the case, the 
results of serologic examination and the response to antisyphilitic treatment 
lend strong support to Dr. Williams’ contention. 

Dr. H. H. Wuirenouse: I remember Dr. Fordyce’s case, and think it 
involved the lower lip. Another case of the same type which I observed was 
found to be due to lymphatic obstruction, in a young girl with the same condition 
of the upper lip. These are the only two cases that I have seen, and the case 
of Dr. Williams is probably another of the same type. I understand that there 
was a positive Wassermann test. The condition seems to be due to a lymphatic 
blocking caused by syphilis. 

Dr. E. F. Traus: When first seen this patient had marked elephantiasis of 
the leg, extending almost to the knee, with what appeared to be deep vesicles 
on the skin of the foot. From these a thick serous fluid was discharged so 
profusely that the bandage was constantly wet. On the lower part of the leg she 
had a typical nodular syphiloderm. This has entirely disappeared under treatment 
(one full course); the swelling of the leg and foot is much reduced, and the 
discharge has practically stopped. At times the leg has shown diffuse, thickened 
patches of redness suggestive of recurrent attacks of erysipelas, a condition which 
has been previously noted in cases of elephantiasis with lymphatic varicosities. 


PempuiGus. Presented by Dr. M. MaAcKEE. 


Mr. J. H. C., aged 71, was admitted to the Post-Graduate Hospital on April 25, 
1928, with bullae and vesicles scattered over the trunk and extremities, and also 
involving the mucous membrane of the mouth and lips. Where vesicles had 
ruptured, crusts had formed. The Nikolsky sign was present. The patient did 
not appear ill or toxic at any time during the course of his illness. When he 
came to the hospital the eruption had been present for six weeks. 

He was hospitalized for three weeks, and during this time he was on a bland, 
soft diet with constant rest in bed. During his stay in the hospital he received 
three injections of neoarsphenamine of 0.3 Gm. each at weekly intervals. This 
treatment was continued at the clinic on his discharge from the hospital until - 
he had received a total of twelve injections. Soothing lotions and emulsions and 
bran baths were used locally. He left the hospital on July 6, 1928, practically cured. 

On July 12, 1929, a single bullous patch, the size of a dollar, developed 
on the left side of the chest. The lesion cleared up in two or three weeks following 
ordinary doses of solution of potassium arsenite. Since then he has been entirely 
well from both the general and the cutaneous aspects. 


Keratosts Darter. Presented by Dr. Frep Wise for Dr. 


IpA MINTZER. 


Miss G. R., aged 23, was referred to the Post-Graduate Skin Clinic by Dr. 
Ida Mintzer of Jamaica, N. Y., on Sept. 29, 1932. The duration of the eruption 
was then ten years. The patient's grandmother and mother suffered from Darier’s 
disease. 
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The patient herself presented the characteristic lesions of keratosis follicularis 
(Darier) on the temporal and the parietal areas of the head, the face, back and 
sides of the neck and dorsa of the hands, together with scaling hyperkeratoses 
on the palms. The middle area of the back exhibited many follicular hyper- 
keratotic lesions of characteristic grayish color with brownish scaling areas. 
Palpation revealed a nutmeg grater-like feel. Histologic examination confirmed 
the clinical diagnosis, 


SCLERODERMA Presented by Dr, Fred Wise. 


Miss E. S., aged 17, born in the United States, applied at the New York Post- 
Graduate Skin Clinic, on Sept. 15, 1932, for the treatment of facial acne vulgaris. 
She was in normal general health. Over the interclavicular portion of the neck 
and extending across the right side of the neck and right supraclavicular region 
was a band of waxy-yellow, slightly infiltrated, scarcely elevated lesions con- 
sisting of patches varying from ™% to 1 inch (1.75 to 2.5 cm.) in diameter, which 
had apparently coalesced to form an elongated ribbon of sclerotic skin with irregular 
edges which were sharply defined against the normal adjacent skin. In the midst 
of this band were a few yellowish, indurated papules varying in size from that 
of a barley corn to that of a lentil, with smooth glistening tops. Permission for 
biopsy was refused. Clinical diagnoses of pseudoxanthoma and colloid degeneration 
were considered as possibilities, 


DISCUSSION 


Dr. J. F. Compes: I agree with the diagnosis. I had intended to present a 
case of lichen planus atrophicans, as it would have been of interest to compare 
the two. 


Dr. C. M. Witttams: The condition is scleroderma of lichenoid character, 
but is hardly typical. 


Dr. Georce M, MacKee: I have always thought that there was a distinct 
difference between the white spots of white spot disease (morphea guttata) and 
those of lichenoid scleroderma. Lichenoid scleroderma is typified by the condition 
in this case—lichenoid lesions and a pearly or grayish-white color. In white spot 
disease the lesions are pure white, and on palpation there is a thin, sharply out- 
lined infiltration, so thin and so distinct as to suggest a piece of a playing card 
inserted under the skin. 

Dr. E. F. Traus: Because the eruption first appeared in childhood and had 
a unilateral distribution, the diagnosis of a nevus, especially in the absence of 
microscopic examination, should be considered. 


PARAPSORIASIS EN PLAQUES IN A Mutatto. Presented by Dr. FRED WIsE. 


Mr. R. S., aged 29, born in the United States, a mulatto (who denied that 
he had any admixture of white blood), first visited the New York Post-Graduate 
Clinic on June 3, 1928. The duration of the eruption was then eight months. 


Scattered over different regions of the trunk and extremities were several dozen 
plaques varying in diameter from 2 to 8 inches (5 to 20 cm.) round, oval and 
irregular, with ill defined edges which gradually merged with the surrounding 
normal skin. The color was much lighter than that of the normal hyperpigmented 
skin, and the surface was scaly and somewhat wrinkled, giving the appearance 
of early atrophy of the epidermis. There was no itching. The patient stated that 
the lesions had remained unaltered during the preceding six months, and that new 
lesions were appearing. There was no anesthesia. Histologic examination revealed 
the characteristic changes of parapsoriasis. The Wassermann and Kahn tests as 
well as examination of the skin and nasal mucosa for Bacillus leprae gave 
negative results. 


DISCUSSION 


Dr. C. M. Wiittams: I hope that in reporting this case the presenter will 
describe the patient, not as a Negro, but as a man with some Negro blood. He 
is hybrid, and apparently has more white than Negro blood. 


aa 
vag 
+ 


SOCIETY TRANSACTIONS 533 


Dr. Georce M. MacKee: I should like to call attention to the fact that the 
lesions are lighter than the normal skin. A patient shown earlier in the evening 
exhibited light areas in a tanned skin. This may be due to exfoliation, as in the 
case of chromophytosis occurring in a tanned skin. The pigmentation caused by 
light is removed in the diseased areas by rapid exfoliation; therefore the diseased 
areas are white instead of the usual fawn color, 


A Case For Dracnosis (CoLLoip OR Mucorp DEGENERATION? LiICHENOID 


Sarcorp?), Presented by Dr, Wise, 


Mrs. G. L., aged 37, first visited the New York Post-Graduate Skin Clinic 
on Sept. 20, 1932. The lesions were distributed on the abdomen, chest, back and 
inner surfaces of the thighs and knees, in the axillae and on the inner surfaces 
of the arms and forearms. With the exception of a group of lesions on the inner 
aspect of the left thigh, the lesions consisted of round and oval plaques, made up 
of faintly discernible, pinhead-sized, grayish-white, smooth-surfaced papules, which 
were so closely agminated as to form almost a uniformly smooth plaque. The 
palpating finger discerned only a moderate grade of infiltration. The edges were 
rather sharply defined. The patches varied in diameter from 1 to 4 inches (2.5 to 
10 cm.). There were no signs of inflammatory reaction, and scaling was absent. 
Most of the patches had a dull waxy appearance. The lesions on the inner aspect 
of the left thigh, which were said to be only a few months old, consisted of pink 
macules and papules arranged in a group about 4 by 6 inches (10 to 15 cm.) in 
diameter, devoid of infiltration or scaling. The duration of the eruption as a 
whole was said to be about nine months. The patient’s account of the trouble was 
very vague and unreliable. There was only slight itching, and the general health 
was excellent. The results of tests with old tuberculin were: 1: 1,000,000 and 
1: 100,000 negative; 1: 10,000 one plus, and 1:5,000 one plus. The Wassermann 
test was negative, and the urine was normal. 

The patient gave a history of occasional ingestion of cincophen tablets. A 
tentative histologic report of “lichenoid sarcoid (?)” was made by Dr. Satenstein, 
but further clinical and histologic studies will be made in an effort to determine 
the true nature of the eruption, which will probably necessitate additional biopsy 
material. 

DISCUSSION 


Dr. J. F. Fraser: I fail to find any resemblance to sarcoid in the section 
presented for microscopic examination. I cannot make a diagnosis on either clinical 
or histologic grounds. 


Dr. GEoRGE M. MacKee: My associates and I labeled the condition lichenoid 
sarcoid tentatively. We were not satisfied with that diagnosis. The lesions are 
not really lichenoid. Thus far we have been unable to establish a diagnosis, either 
clinically or histologically. 


SCLERODERMA EN PLAQUES ASSOCIATED WITH ATROPHIA CUTIS. 
Dr. FRED WISE. 


Mrs. A. O., aged 63, first visited the New York Post-Graduate Clinic on 
Feb, 23, 1932. She presented numerous lesions in the shape of bands and oval 
plaques, distributed irregularly on the trunk and extremities. On the anterior 
surface of each thigh were narrow elongated bands of waxy-yellow, superficial, 
nonadherent scleroderma-like formations, of opaque tint and free from vascular . 
manifestations. These extended from the groins to the knees. On the inner surface 
of the left thigh there was a distinct scleroderma en bande, with considerable 
induration. On the trunk and upper extremities were scattered areas of round 
and oval plaques, some of which consisted only of hyperpigmented and otherwise 
unaltered formations, while others exhibited the surface markings of superficial 
atrophy with beginning anetodermia. The patient complained of burning sensa- 
tions in the skin. The abdominal striae distensae were pronounced. There was 
no evidence of acrodermatitis of the hands and feet. 


Presented by 
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DISCUSSION 


Dr. E. F. Travus: Is not the pigmentation in this case due merely to the 
scleroderma? Areas of increased pigmentation or depigmentation occasionally 
accompany this disease. 

Dr. F. C. Comses: | do not agree exactly with what Dr. Traub said, but I 
do think that the scleroderma and the pigmentation are one process. I have seen 
cases of scleroderma and of sclerodactylia with an associated pigmentation on the 
normal skin so dark and extensive that the diagnosis of Addison’s disease has 
been suggested. I think that the melanoderma in this case is the usual pigmen- 
tation seen in scleroderma. 


A Case For DraGNosis (PoIKILODERMA RETICULATA?). Presented by Dr. 
Eucene Travus. 


A single woman, 38 years of age, born in the United States, was first seen 
a week prior to this presentation because of an eruption symmetrically arranged 
and limited to both sides of the neck, of four years’ duration. The eruption was 
characterized by a mottling, which was more pronounced on the right side of 
the neck, and by white spots or patches. The skin of the neck showed a deeper 
pigmentation than is normal, and the skin was thrown into slightly roughened 
folds with slight telangiectasia. There was a suggestion of atrophy in the white 
spots. The general health of the patient was good. 

The report of biopsy was as follows “The epidermis is thin and apparently 
normal. The connective tissue fibers in the upper part of the corium are swollen 
and take a basophilic tinge. The blood vessels are surrounded by a slight round cell 
infiltration. The diagnosis is basophilic degeneration of the connective tissue.” 


DISCUSSION 


Dr. H. H. Wutirenouse: I have seen several cases of this type. There 
seems to be distinct atrophy in connection with the eruption. This is not uncommon 
in stout persons, especially women. I cannot offer any clinical diagnosis. 

Dr. R. H. Rutison: I have seen pigmentation on the side of the neck and 
jaw; some patients come for consultation because of it. In a few instances I have 
seen this pigmentation with areas of depigmentation, but without atrophy, and I 
have never seen any explanation in the literature. It is common, however, to 
find pigmentation at that point. The atrophy present in this case is unusual. 

Dr. J. E. Lane: These symmetrical lesions are made up of pigmentation, 
telangiectasis and atrophied white spots. It seems to me that the diagnosis of 
“reticulated and pigmented poikiloderma of the face and neck,” first described 
by Civatte and Eliascheff, should be considered. 

Dr. Georce M. MacKee: Atrophy certainly is uncommon in leukoderma. 
Weatherbeaten skin is usually of the senile or the presenile type and often shows 
atrophy. In fact, it is averred by many pathologists that the atrophy seen in 
senile and seborrheic keratoses is due to senile or presenile changes in the skin 
rather than being a characteristic of the keratosis. In this case it would be interest- 
ing to ascertain whether the atrophy is limited to the lesions or whether it also 
exists in the apparently normal skin adjacent to a lesion. 

Dr. E. F. Travup: As this case is of sufficient interest, I shall try to obtain 
other biopsy specimens and to make further study of the patient. 


Presented by Dr. GEorceE M. MAcKEeEe. 


Mrs. A. S., a housewife, aged 25, when first seen at the Post-Graduate Skin 
Clinic on June 6, 1932, stated that she had first noticed a reddish, flat lesion 
on the back of her neck seven years previously. Gradually other similar lesions 
appeared on the neck, in the pubic and inguinal regions, in the axillae, under the 
breasts and in the flexors of the arms. In time, the lesions became elevated and 
brownish. The color, however, changed with the seasons, being much darker 
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in the summer than in the winter. There were no subjective symptoms beyond a 
mild pruritus at infrequent intervals. She had been treated by several physicians 
during the past two years, but stated that no improvement had resulted from the 
various lotions and salves which she had applied. 

On examination the eruption was seen to be present in the following areas: on 
the front, sides and back of the neck, extending above the hair line; on the chest; 
under the breasts; in the axillae; on the pubis; in the groins, and in the ante- 
cubital fossae. A few lesions were present on the upper part of the arms. There 
were two types of lesions: The first were brownish, warty growths covered with 
scales; the second were atrophic-looking macules. The first were present as 
individual entities, and in many instances appeared to be follicular; in other areas 
many lesions had coalesced to form plaques and bands, giving the skin a reticulated 
appearance. The latter picture was present to a striking degree on the neck. In 
the pubic region the eruption was confluent, practically no normal skin being 
visible. Scaling was much thicker in this location than on the neck. The lesions 
in the axillae, under the breast and in the antecubital fossae were discrete and 
sparse in comparison with those in the two other areas described. Lesions of the 
second type (i. e., the atrophic-looking macules) were present on the neck, 
on the upper part of the chest and in the axillae, and were pinhead-sized or larger 
and wrinkled. The color was lighter than that of the surrounding normal skin. 

An apparently unrelated eczematous eruption was present on the extensor 
surfaces of the arms and on the extensor surface of the right knee. A clinical 
diagnosis of neurodermatitis was made, and the pathologic picture confirmed it. 
Following six roentgen treatments, the lesions on the arm disappeared and the 
eruption on the knee was greatly improved. 

General physical examination revealed no abnormalities other than an enlarge- 
ment of the thyroid gland. The enlargement had appeared at the age of 13, and 
had caused difficulty in swallowing. At puberty this trouble had subsided, and 
the patient began to gain weight. When examined she was 5 feet 2 inches (157.5 
cm.) tall and weighed 162 pounds (73.5 Kg.). 

Scales removed from the neck and the pubic region were examined in solu- 
tion of potassium hydroxide and occasional budding cells were demonstrated. 
No mycelia were found on repeated examination. Scales were planted on Weid- 
man’s medium and in broth on numerous occasions. Two different yeast forms 
were recovered. A third yeast, unrelated morphologically to the other two, was 
grown on two occasions from the stool. Sarcinae were also recovered from 
the skin. 

Patch and intradermal tests, with tricophytin and various yeasts, were essen- 
tially negative. 

Two sections of skin were removed for microscopic study. These were taken 
from the back of the neck and the pubis. The picture was similar in both 
instances, revealing a thickened stratum corneum with budding yeast cells grouped 
in this layer at the follicular orifices. A mild inflammatory reaction was present in 
the upper cutis. 

Urinalysis showed a straw-colored fluid, acid, with specific gravity of 1.022, 
and containing no protein or sugar, a few epithelial cells and many calcium 
oxalate crystals. Examination of the blood revealed 0.093 mg. of sugar per hundred 
cubic centimeters. 

In an effort to determine the etiology of the eruption, samples of the three 
living yeast growths recovered from the patient’s skin and stool were massaged 
into excoriated areas on her skin, covered with impervious dressings and left 
in contact for twenty-four hours. A mild inflammatory reaction showing erythema, 
edema and slight vesiculation developed in two areas, which gradually subsided, 
leaving pigment. In the third patch (in the area inoculated with the growth 
recovered from the stool) no initial inflammatory reaction occurred and no 
pigmentation developed. No fungi were recovered from any of the areas inoculated. 

The treatment has consisted in the application of a saturated solution of 
sodium hyposulphite and, during the past month, of a 2 per cent lotion of salicylic 
acid in alcohol. Moderate noticeable improvement has resulted. 
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DISCUSSION 

Dr. C. M. Wittiams: There is a large group of eruptions occurring in the 
folds of the skin, particularly in stout women, from which some yeast is 
recovered, usually of the Monilia group. Those that I have seen were more 
acute, but the condition in this case is probably a true moniliasis. The finding 
of the organism growing in the horny layer of the skin points to that diagnosis. 
I do not thing that any one could make a diagnosis on inspection. Culture is 
the only way of settling the question. 

Dr. J. E. Lane: The finding of Monilia in the skin itself is of interest, and 
it would seem to make the diagnosis probable. When Monilia is found only on 
the skin, constant findings at different times are probably necessary to justify 
the diagnosis of moniliasis. 

Dr. GeorGe M. MacKee: The case is under investigation by Dr. Lewis, 
and we hope to settle the etiology. At present we can place no importance on 
the finding of a yeast in the stool. This is a common finding, and unless the 
yeast is the same as that repeatedly isolated irom the eruption, we hesitate 
to place any etiologic significance on its presence in the intestines. While we 
believe that we are dealing with a fungus eruption, probably moniliasis, we have 
thus far been unable to prove this unequivocally. In fact, the organism has 
not yet been definitely identified. 


PSORIASIS AND DERMATITIS VENENATA (ATYPICAL HYPERKERATOTIC LESIONS). 
Presented by Dr. Paut. E. BEcHET, 


N. Q., a girl, aged 15, has lesions on the under-surface of the arm, which 
the mother stated appeared three weeks prior to this presentation and spread 
rapidly. She was first seen one week ago, and at that time exhibited psoriasiform 
lesions with some superinduced dermatitis from an irritating salve. The most 


interesting feature of the case, however, was the presence on the legs of greatly 
raised, hyperkeratotic, almost horny, dry plugs which when scraped off left a 
bleeding surface. These lesions were probably psoriatic, but were certainly 
atypical in appearance. 


A Case For Dracnosis (SARCOMA?). Presented by Dr. Paut E. BECHET. 


A. D., a woman, aged 35, stated that six months prior to this presentation 
she injured a nevoid growth on the right ankle which had been present since birth. 
At the time of injury it bled freely, and within six months it doubled in size and 
became greatly inflamed. Seven or eight various-sized nodules appeared around 
the original lesion and extended from 10 to 15 mm. beyond it. Clinically, there was 
a cleancut picture of a malignant neoplasm, but biopsy did not reveal any sar- 
comatous tissue. 


Dr. Fraser examined the slide. 
DISCUSSION 


Dr. J. F. Fraser: The histologic picture is certainly not that of sarcoma. 
The lesion is possibly a capillary hemangioma, but I do not wish to commit 
myself to this diagnosis without further examination of the sections. 

Dr. H. H. Wuitenouse: I recall the appearance that Dr. Bechet spoke 
of as rather characteristic. The biopsy may have been made on a section where 
this did not show, but clinically there is a typical picture of sarcoma—the coloring, 
the development around the original lesion, etc. 

Dr. E. F. Traus: This lesion followed an injury, possibly to a blood vessel. 
Because of the soft, rather vascular consistency of the lesions, the idea of a 
hemangio-endothelioblastoma should be borne in mind. These lesions metastasize, 
but my impression is that the prognosis is much more favorable than with sarcoma, 
and in this case that is another point in favor of this diagnosis. 
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Dr. P. E. Becuet: This woman, six months ago, injured a nevoid growth 
on her right ankle which had been present since birth. At the time of injury 
the nevus bled freely and immediately became inflamed, and within six months has 
grown to twice the original size, with seven or eight various-sized nodules around 
it. Nothing is wanting to complete the clinical picture of sarcoma, yet the biopsy 
failed to show sarcomatous tissue, and Dr. Fraser failed to find it in the slide 
submitted tonight. More nodules will be excised, or, better, the entire patch may 
be excised and submitted to further microscopic study. 

Dr. GEorRGE M. MacKeeE: The first thing to do is to settle the diagnosis. 
If the condition is sarcoma, the patient is probably doomed, but there may be a 
chance for recovery if amputation is performed. 


A FoR DiIAGNosts (NEURODERMATITIS ATROPHICANS ASSOCIATED WITH 
ALOPECIA CIRCUMSCRIPTA? HopcGkin’s DIsEASE? Mycosis FUNGOIDES?). 
Presented by Dr. FreEp WIsE. 


Mr. W. E., aged 38, a native of this country, first appeared at the New York 
Post-Graduate Clinic on Sept. 15, 1932. The duration of the disease of the skin 
was six years. The lesions were located on the back and sides of the neck, on 
scattered regions of the back, chest and abdomen and on the forearms and thighs. 
All lesions, on superficial examination, revealed the surface markings of lithen 
Vidal; they were round and oval, sharply defined, slightly inflamed nonindurated - 
formations, their surfaces showing the “shagreen leather” criss-crossings of 
lichenification. Scaling was meager. The lesions on the neck were more inflamed, 
elevated and somewhat scaly, and exhibited a more advanced disease process than 
those on the trunk. They occupied the lower border of the hairy scalp and exhibited 
a partial alopecia with apparent atrophy of the hair follicles, resembling a 
cicatrizing alopecia. The entire posterior nuchal hairline was affected. On the 
forearms was a group of round, sharply marginated patches, from 2 to 3 inches 
(5 to 7.5 cm.) in diameter, presenting total alopecia with clinical signs of atrophy, 
the hair follicles being entirely obliterated. Similar patches were present on the 
thighs. The lesions on the glabrous portions of the trunk were slightly elevated, 
pinkish-red, faintly scaling irregular plaques, some of which showed indications 
of beginning superficial atrophy; the margins were well defined. One patch, 
situated on the upper part of the abdomen, exhibited an irregular polycyclic 
outline, suggestive of mycosis fungoides. The patient complained of considerable 
itching and was in the habit of rubbing (not scratching) the affected areas. 
Roentgen treatment had been administered elsewhere without benefit, but the 
scattered areas of alopecia on the neck, arms and thighs had never been subjected 
to radiation, nor were there any signs of sequelae of roentgen irradiation on any 
part of the body. 

The patient’s mother had asthma. Patch and intradermal tests were negative. 
Histologic examination of the first specimen removed from the lesion on the 
upper part of the abdomen was reported tentatively as showing “neurodermitis.” 
A subsequent section, removed from a lesion on the back of the neck, was 
reported with a tentative diagnosis of lymphogranulomatosis (Hodgkin’s disease). 
Adenopathy was absent. 

Further clinical and histologic studies were required to determine the character 
of the eruption. 

In its clinical aspects, the eruption bore some resemblance to the condition 
described by Arnozan under the name “iolliculite dépilante des parties glabres,” 
said to be closely related to ulerythema sycosiforme. 


DERMATITIS HERPETIFORMIS APPEARING THREE WEEKS AFTER THYROIDECTOMY. 
Presented by Dr. FRED WIsE. 
Mr. G. W., aged 34, a native of this country, first visited the New York 
Post-Graduate Skin Clinic on Dec. 21, 1931. He stated that the eruption was 
ot three months’ duration, and that the first lesions appeared about three weeks 
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subsequent to thyroidectomy. When the operation was performed he had symptoms 
of advanced exophthalmic goiter, which had since subsided. The basal metabolic 
rate was said to be within normal limits at the time of examination. 

The eruption affected the skin of the trunk and buttocks, and of the upper 
and lower extremities. The lesions consisted of many grouped papules, urticarial 
wheals and scattered clear vesicles, with areas of moderate hyperpigmentation 
showing the typical distribution of Duhring’s disease. The patient complained of 
burning and itching. Hypersensitiveness to iodine was not clearly demonstrable. 
Further examinations are to be carried out later. 


LOS ANGELES DERMATOLOGICAL SOCIETY 


Louis F. X. M.D., Secretary 


Regular Monthly Meeting, Nov. 15, 1932 


SAMUEL Ayres, JR., M.D., in the Chair 


BiLaTerAL Hypertropuy oF THE Breast IN A MAN. Presented by Dr. H. C. L. 
LINDSAY. 


C. M. P., aged 51, gave a history of having received an injury of the breast 
during childhood, and that bilateral hypertrophy of both breasts had followed. 
Recently he had been hurt in the same area. There was a sinus in each breast, 
from which a discharge had been emitted at intervals for years. The recent 
trauma had stopped the discharge, and an indurated area had resulted. The sinus 
was located medially to the areola on each breast. The opinion of the society with 
reference to the possibility of malignancy in this case was desired. Tissue had not 
been examined microscopically. 

DISCUSSION 


Dr. H. C. L. Linpsay: Such a sinus as that in the breast of the patient pre- 
sented, even in a man, might develop into carcinoma later. 

Dr. CHartes R. Caskey: It struck me as peculiar that each sinus was in 
exactly the same place, medial to each nipple. One would not expect a man to have 
had injections of paraffin under the breasts. I should not be inclined to believe 
that a malignant disease of both breasts would develop simultaneously and sym- 
metrically. I am curious to know the true history in this case, and should like to 
hear the report of a biopsy. 


Dr. H. C. L. Linpsay: After a recent blow on the chest, the discharge from 
one of the sinuses stopped. The patient says that since I last saw him he punc- 


tured the breast with a needle, and that a large amount of pus was obtained. The 
breast is softer now. 


Naevus FLtamMmeus. Presented by Dr. Netson PAut ANDERSON. 


A youth, aged 18, had had a pinkish discoloration on the right thigh as long 
long as he could remember. About a year or a year and a half before presentation 
the lesion had started to grow, spreading both upward and downward. The patient 
was presented as having naevus flammeus with the complication of extension, the 
latter occurring relatively late in life. 


DISCUSSION 


Dr. Netson Paut Anpverson: I wonder whether any of the members have 
seen such an extension of a flaming nevus lesion. 

Dr. Stantey O. Cnampers: I think that the condition could still be considered 
congenital. The potentially nevoid tissue or cells might well be precipitated into 
sufficient activity to produce clinical signs. 
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Dr. Moses Scuoitz: It seems to me that this condition is far from being rare. 
I have seen a number of cases of nevus. The point of interest to me is whether 
or not it is congenital. It seems that the congenital development of nevoid growths 
is not stressed as much recently as it used to be. It is admitted that nevi may 
develop in later life. 


Presented by Dr. Kenpar P. 


DySKERATOSIS (Darter’s DISEASE). 
Frost and Dr. Curis R. HALLoRAN. 


Mr. S. O., aged 38, had a disorder of the skin of seven or eight years’ duration. 
The eruption had reached its present extent rapidly and had then remained sta- 
tionary. During the six months prior to presentation he had had a series of boils 
on the legs. The past history was irrelevant, except for poor teeth. The lesions 
covered the legs from the knees to the ankles, and linear lesions extended down the 
center of the back from the scapula to the sacrum. In these areas there were 
closely set, brownish, follicular papules. The intervening skin was smooth and in 
some places paler than normal. This condition was especially noticeable over the 
shin bone, where there apparently was atrophy. 


DISCUSSION 


Dr. Stantey O. Cuampsers: I should like to suggest the diagnosis of atrophic 
lichen planus and lichen spinulosus. The patient presented one lesion on the right 
side of the tongue which I was particularly interested in. 

Dr. Moses Scnoitz: The lesions on the back were typical of follicular kera- 
tosis. The lesion on the leg was not definitely typical; it was more lichenoid. 
I think that two different conditions are present. 

Dr. Kenpat P. Frost: Dr. Campbell informs me that, although it is not 
described in his textbook, Darier considers the atrophic process, which is seen 
best over the shins in this patient, a classic feature of the disorder. I find in the 
English literature considerable confusion in the nomenclature in respect to the term 
keratosis follicularis. It would seem to me advisable to use the term which Darier 
himself applied to the disease, dyskeratosis follicularis. 


A Case For DraGnosis (Lupus Vutcarts, CHEILITIS OR PERLECHE?) Presented 
by Dr. H. C. L. Linpsay. 


Miss S. H. had had soreness and scaling of the lip for the past two years. The 
process was confined to the lower half of the right lip. One year prior to presen- 
tation her physician had removed the affected area, but a microscopic examination 
had not been made. The tentative diagnosis at that time was lupus vulgaris. A 
vear later the condition had resembled cheilitis exfoliativa, but the old scar had 
a tendency to ulcerate. There were no bluish nodules. The physician had given 
her roentgen treatment. Yeasts were found in the smears (budding yeasts not 
classified). Treatment with roentgen rays had always improved the condition of 
the lip, but the greatest improvement was accomplished with treatment with ultra- 
violet rays from the mercury vapor arc in quartz, contact pressure being used. 
On Oct. 14, 1932, the appearance of the lip was better than it had ever been during 
the entire course of the disease, but at the time of presentation there was a slight 
flare-up. It had been noticed that after a flare-up, an interval of improvement 
would set in, during which there would be a distinct advance over any previous 
improvement. In Dr. Lindsay’s opinion, the condition was lupus vulgaris, cheilitis 
or perléche, but he had not been able to make a satisfactory diagnosis to date. 
Dr. Lindsay favored the diagnosis of cheilitis. The Wassermann test of the blood 
had been negative. Tuberculin tests had not been made. 


DISCUSSION 


Dr. Stantey O. Cuampers: The history is that of vesicles developing succes- 
sively at the same site on the lower lip. The impression obtained is that of a simple 


recurrent herpes. Secondary infection followed when the attacks became more 
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DISCUSSION 


Dr. SAMUEL Ayres, JR.: The interesting feature in this case is the fact that 
there was a chronic infection of all the nasal sinuses. Whether there is any 
connection between the two conditions is open to question. Every time there 
was a flare-up of the condition of the sinus the cutaneous eruption flared up with it. 
Finally, a radical operation was performed on the sinuses, following which an 
intense exacerbation of the cutaneous condition occurred. Various types of therapy, 
including the intradermal and intravenous injection of vaccine made with organ- 
isms taken from the sinuses, have been used. Roentgen therapy has helped the 
condition, but it has recently become worse, the lesions becoming thickened. 
There may be some toxic factor which has existed for a sufficient length of time 
to lead to a secondary change in the skin, which later becomes malignant. | 
had a case of typical premycotic mycosis fungoides in which the diagnosis was 
confirmed by biopsy; the condition had recently become generalized following 
arsenic therapy. The patient had arsenic in the urine in considerable quantity. 
Following the administration of sodium thiosulphate, the arsenic disappeared from 
the urine, and the lesions cleared up. I would not guarantee that the patient 
would not have a recurrence. It was a typical case of mycosis fungoides, which 
was, apparently, precipitated by arsenic. Whether the original lesions were due 
to arsenic which had entered the system in some unknown manner, and the further 
administration of arsenic caused the eruption to become generalized, is a question. 


Dr. Puitirp K. ALLEN, San Diego: Was the patient in the case just cited 
a woman from San Diego? I saw her last several months ago, at which time she 
did not have an eruption of the skin. I am informed that she died last week from 
a tumor of the pectoral region with metastases to the lungs, which the pathologists 
report as sarcoma. I saw her first at the Naval Hospital, where she was receiving 
arsenic for a supposed lichen planus. I thought that the condition was mycosis 
fungoides. Before death infiltrated lesions developed about the back and flanks. 

Dr. Curis R. HALLORAN: The condition was probably a dermatitis produced 
by arsenic, which cleared up with the administration of sodium thiosulphate. I 
should not .consider that ridding the patient’s system of arsenic resulted in the 
clearing up of the mycosis fungoides. Her period of freedom from lesions was, 
most likely, the beneficial result of the arsenic she had received. 

Dr. STANLEY O. CHAMBERS: Were the sections typical? 

Dr. Puitire K. ALten, San Diego: No. Sections of the lesions on the 


back were taken at postmortem examination, but I have not as yet received the 
report. 


ScHAMBERG’sS DISEASE (?). Presented by Dr. Moses SCHOLTz. 


Mr. A. W., aged 41, on presentation had red spots on his legs of one and 
a half years’ duration. They would appear and disappear. Slight itching and 
burning had accompanied the early stages. The general health was good, except 
that the patient was being treated for gonorrheal prostatitis. At the time of 
presentation both legs presented discrete, herpetically grouped, capillary telangiec- 
tasias. In the early stages, the condition had been bright red; it had gradually 
turned deep red, and finally showed a diffuse yellow discoloration. 


DISCUSSION 


Dr. Moses ScuoLtz: This seems to be a case of Schamberg’s disease. The 
only point of interest is that the patient is being treated for prostatitis. I wonder 
whether there is a connection between the two. 

Dr. Irnvinc BAncrort: The man had varicose veins and the condition of the 
skin is due to the circulatory abnormality of the lower part of the leg and is 
not definitely Schamberg’s disease. 

Dr. STANLEY O. CHAMBERS: The picture of a true Schamberg’s disease is 
entirely different from the one this patient presents. The color and characteristics 
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are entirely different. I believe, with Dr. Bancroft, that this man is suffering 
from a stasis dermatitis rather than from a true Schamberg’s disease. 

Dr. Moses Scuoitz: He has a definite patch at the knee joint, a little too 
high for varicose stasis. Also, in good daylight, one can see discrete, bright red 
capillary puncta which one does not see in varicose veins. 


CONGENITAL ICHTHYOSIFORM ERYTHRODERMA. Presented by Dr. NEtson P. 
ANDERSON. 


Earl M., aged 7 years, had had his present condition since he was 3 months 
old. In the summer, the cutaneous condition was greatly improved, and it was 
much better in California throughout the year than in the East. At one time 
he became a great deal better under treatment with thyroid, 14 grain (0.016 Gm.) 
being administered once daily. 

He presented a generalized ichthyosis with considerable scaling. The skin was 
rough, and in places, particularly about the nipples, there was marked pigmentation. 
Elsewhere on the face and forearms there was considerable underlying erythema. 
No bullae had ever been noted on the skin or mucous membranes, and all the 
nails were normal. 


Presented by 


TrnEA CAPITIS IN AN ADULT WITH SCAR-PRODUCING ALOPECIA. 
Dr. SAMUEL AYRES, JR. 


Mrs. G. had had an eruption of the scalp for ten years; the right thumb- 
nail became involved thirty years, and the left thumb-nail, three months before 
presentation. Two years ago from four to six treatments with roentgen rays 
had been administered to the scalp, but the baldness antedated the roentgen 
therapy. Examination had revealed that the lesions were present mostly on the 
top of the scalp; there were ill defined areas of alopecia characterized by smooth 
atrophy. Some of these areas were fairly well defined. Toward the periphery of 
the areas there were black dots composed of embedded and closely broken off 
stumps of hair, together with branny white scaling. In places, there was definite 
yellowish crusting, without definite scutula. Both thumb-nails were dry and 
separated from the base, with a crumbling brownish appearance beneath. Under 
the breasts several small vesicopustules and some partially dried scales apparently 
replacing the pustules were present. Direct examination of broken hair stumps 
with potassium hydroxide revealed many large spores. Cultures had shown a 
fungus growing down into the medium but different in appearance from Monilia. 
The culture had been sent elsewhere for identification. Epidermophyton interdigitale 
had been obtained by culture from scales from the toes and from the thumb-nail. 
Also, the same organism which was found on the scalp grew from the nail. 
Monilia albicans was obtained from a lesion of perléche at the corners of the mouth. 


Dr. H. P. Jacopson: Are the hairs involved microscopically ? 
Dr. SamuEL Ayres, JR.: Yes, definitely. Large numbers of rather large 
oblong spores, apparently within the hairs and also in the scales have been found 
repeatedly. Such a microscopic specimen was exhibited at this meeting. 


A Case For Diacnosts. Presented by Dr. NELSON P. ANDERSON. 


F. A., a boy of 15 years, had first been seen on Oct. 27, 1932, with a cutaneous 
condition affecting the middle and lower parts of the back in the midline. He had 
given a history of first noticing the eruption six days previously. There was no 
burning, itching or painful sensation previous to, or accompanying, the onset of 
the eruption, nor had such symptoms since appeared. The Wassermann reaction 
of the blood was negative. The blood count had revealed: hemoglobin, 81 per 
cent; red cells, 5,170,000, and white cells, 10,600, and the color index was 0.8. 
The differential count showed: polymorphonuclears, 53 per cent ; small lymphocytes, 
38.5 per cent; transitionals, 3 per cent, and eosinophils, 4.5 per cent. Evenly spaced, 
except for one segment, the eruption was situated in exactly the midline of the 
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back, extending from the jower dorsal to the upper sacral area. Each lesion 
was, apparently, located in a vertebral interspace; some of the lesions were slightly 
encrusted. When this crust had been removed or fell off, the remainder of the 
lesions was seen to consist of a depressed center and a moderately infiltrated 
border. I think that the case belongs to the group of factitious dermatitis. | 
think that it is a rather unusual picture of a feigned eruption and should appreciate 
any suggestions as to treatment. 
DISCUSSION 


Dr. Moses Scuortz: I think that the case constitutes a perfect picture of 
factitious dermatitis. 


Book Reviews 


An Arctic Safari, with Camera and Rifle in the Land of the Midnight Sun. 
By Richard L. Sutton, M.D., Sc.D., LL.D., F.R.S. (Edin.). Price, $3. Pp. 199, 
with more than 100 illustrations. St. Louis: C. V. Mosby Company, 1932. 


Sutton has been hunting again. He has hunted malaria, sleeping sickness, 
gophers and rabbits, deer and buffaloes, leopards, lions and tigers, rhinosceroses, 
hippopotamuses and elephants. He began hunting on a quarter section in Kansas, 
and he has gone on until he has hunted all the wildest parts of the Americas, Africa 
and Asia and the neighboring islands. Having hunted all of the animals on the 
face of the earth, he has now gone after those which live on the ice. He is the 
prime shot, the champion stalker, the long hunter, the big nimrod of dermatology— 
of dermatology, yes, of the whole faculty of medicine, not to take in more territory. 
It is a great thing; we are glad he does it. He is a bully example for the rest 
of us, and a source of keen satisfaction. Whenever we hear any man who thinks 
he is a big hunter begin to blow, we say “we have a friend, etc.,” and proceed 
to tell him what Sutton does. The most extravagant liar in the bunch, and most 
of them are pretty good, cannot imagine even on second thought the things that 
Sutton has actually done. 

This time he has gone to the Arctic. It seems to us (and we know by heart 
all the rest of his books on shooting expeditions) that this is the best experience 
he has had. It took him up to 80° North, above Spitzbergen, where snow and 
ice reign all the time, and where August weather is like a blizzard in Montana. 
It was a great trip, and he has written a fine book about it. It is one of the 
best journeys to take in a rocking chair that we know, and the book will furnish 
wide entertainment. 

The only adverse criticism we have to make is that it is too short. The author 
took his family with him, and we think that they ought also to write books. 
Certainly Emmy Lou ought to write hers. We do not mean to disparage the old 
man, but we would certainly like to read hers. We'll tell you she can write; 
listen to this: 


The mountain tops rose bare and bleak, 
Below them stretched a floe, 

Engraved upon its soft, white coat 
Were bear tracks, in the snow. 


The lengthy footprints told a tale 
Of wandering at will, 

Then stalking to the water's edge, 

Intent upon a kill. 


But here the fresh trail ended 
In a blood-stained, yellow heap, 
This polar king, so gaunt and fierce 
Forevermore will sleep. 


A crash of cordite rent the air, 
He dropped, and there he lay. 

Thus he, and not his quarry, fell 
A wandering hunter’s prey. 


Any one who can write poetry like that ought to hunt as much as her father 
and write more. 
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Directory of Dermatologic Societies * 


FOREIGN 


BRITISH ASSOCIATION OF DERMATOLOGY AND SyYPHILOLOGY 
(CANADIAN BRANCH) 


J. Frederick Burgess, President, Drummond Medical Bldg., Montreal. 
B. Usher, Secretary-Treasurer, Medical Arts Bldg., Sherbrooke St., W., Montreal. 


Royat Society OF MEDICINE, SECTION OF DERMATOLOGY 


A. M. H. Gray, President, 30 New Cavendish St., W. 1, London. 
W. N. Goldsmith, Secretary, 6, Upper Wimpole St., W. 1, London. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


Francis Eugene Senear, Chairman, 55 E. Washington St., Chicago. 
Harry R. Foerster, Secretary, 208 E. Wisconsin Ave., Milwaukee. 
Place: Milwaukee. Time: June 12-16, 1933. 


AMERICAN DERMATOLOGICAL ASSOCIATION 
Fred Wise, President, 200 W. 59th St., New York. 


W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 
Place: Chicago. Time: June 8-10, 1933. 


SECTIONAL DERMATOLOGIC SOCIETIES 
BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


Harry M. Robinson, President, 106 E. Chase St., Baltimore. 
M. H. Goodman, Secretary, 401 Medical Arts Bldg., Baltimore. 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 


Emmett C. Troxell, President, 74 W. Adams St., Detroit. 
William G. Saunders, Secretary, 9203 Grand River Ave., Detroit. 


IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 


J. C. Kessler, President, University Hospital, Iowa City, Iowa. 
Robert E. Jameson, Secretary, 201 West Second St., Davenport, Iowa. 


New ENGLAND DERMATOLOGICAL SOCIETY 


Arthur M. Greenwood, President, 416 Marlboro St., Boston. 
William P. Boardman, Secretary, 388 Marlboro St., Boston. 


SOUTHERN MEDICAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Andrew L. Glaze, Chairman, 1928 First Avenue, Birmingham, Ala. 
Dudley C. Smith, Secretary, University, Va. 
Place: Richmond, Va. Time: November, 1933. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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DIRECTORY 


STATE DERMATOLOGIC SOCIETIES 
FLorRIDA SOcIETY OF DERMATOLOGY AND SYPHILOLOGY 


Chairman for each meeting is elected from city in which meeting is held. 
Frank Wilson, Secretary, 310 Greenleaf & Crosby Bldg., Jacksonville, Fla. 
Place: Jacksonville, Tampa, Miami and place of meeting of state medical society. 


Time: Quarterly. 


LovuIsIANA DERMATOLOGICAL SOCIETY 


J. A. Devron, President, 150 Baronne St., New Orleans. 

M. T. Van Studdiford, Secretary-Treasurer, 912 Pere Marquette Bldg., New 

Orleans. 

MEDICAL SOCIETY OF THE STATE OF NEw YORK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Paul E. Bechet, Chairman, 55 Park Ave., New York. 
Herbert H. Baukus, Secretary, 925 Delaware Ave., Buffalo. 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Stanley Crawford, President, 200, 9th St., Pittsburgh. 
Robert L. Gilman, Secretary, 1930 Chestnut St., Philadelphia. 


MICHIGAN STATE MEDICAL SOCIETY, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 
G. H. Belote, Chairman, 201 S. Main St., Ann Arbor. 
A. R. Woodburne, Grand Rapids Clinic, Grand Rapids. 
Place: Grand Rapids. Time: Sept. 12-14, 1933. 
MINNESOTA DERMATOLOGICAL SOCIETY 


E. Z. Shapiro, President, 14 W. Superior St., Duluth. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 
Time: First Wednesday in October, December, February and April. 


OKLAHOMA DERMATOLOGICAL ASSOCIATION 
William E. Eastland, President, 117 N. Broadway, Oklahoma City. 
C. L. Brundage, Secretary, 616 Medical Arts Bldg., Oklahoma City. 
TExAS DERMATOLOGICAL SOCIETY 
T. J. Calhoun, President, 1719 Pacific Ave., Dallas. 

Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 
LOCAL DERMATOLOGIC SOCIETIES 


ATLANTA DERMATOLOGICAL SOCIETY 


Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 


Bronx DERMATOLOGICAL SOCIETY 


Adolph Rostenberg, Chairman, 152 E. 179th St., New York. 
Theodore Rosenthal, Secretary-Treasurer, 115 W. 86th St., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


Louis J. Frank, President, 1367 Eastern Parkway, Brooklyn. 
George F. Price, Secretary, 884 Lincoln Place, Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BuFFALO DERMATOLOGICAL SOCIETY 


Joseph Brumberg, President, 528 Delaware Ave., Buffalo. 
William F. Hoover, Secretary, 333 Linwood Ave., Buffalo. 


CHICAGO DERMATOLOGICAL SOCIETY 


Oliver S. Ormsby, President, 25 E. Washington St., Chicago. 
Max Wien, Secretary, 104 S. Michigan Ave., Chicago. 
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CINCINNATI DERMATOLOGICAL SOCIETY / 
Ralph R. DuCasse, President, Carew Tower, Cincinnati. a 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. \ 
CLEVELAND DERMATOLOGICAL SOCIETY 
eels E. W. Netherton, President, Cleveland Clinic, Euclid Ave. and E. 93d St., 
Cleveland. 
oe. H. G. Miskjian, Secretary, Rose Bldg., Cleveland. 
DetTROIT DERMATOLOGICAL SOCIETY 
Emmett C. Troxell, President, 74 W. Adams Ave., Detroit. 
é William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 
Los ANGELES DERMATOLOGICAL SOCIETY 
Samuel Ayres, Jr., Chairman, 2007 Wilshire Blvd., Los Angeles. 
Louis F. X. Wiihelm, Secretary, 1401 South Hope St., Los Angeles. 
MANHATTAN DERMATOLOGIC SOCIETY | 
Fred Wise, Chairman, 200 West Fifty-Ninth St., New York. | 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 
MONTREAL DERMATOLOGICAL SOCIETY 
J. F. Burgess, President, Drummond Medical Bldg., Montreal, Canada. 
B. Usher, Secretary-Treasurer, Medical Arts Bldg., Sherbrooke St., W., Mon- 
treal, Canada. 
New York ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 
A. Benson Cannon, Chairman, 371 Park Ave., New York. 
Louis Chargin, Secretary, 1 W. 85th St., New York. 
New YorK DERMATOLOGICAL SOCIETY 
George M. MacKee, President, 200 W. 59th St., New York. 
Edward R. Maloney, Secretary, 853 7th Ave., New York. 
OMAHA DERMATOLOGICAL SOCIETY 
H. C. Sumney, Chairman, 1011 W. O. W. Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
; PHILADELPHIA DERMATOLOGICAL SOCIETY 
ee Frederick D. Weidman, Chairman, 1930 Chestnut St., Philadelphia 
Robert L. Gilman, Secretary, 1930 Chestnut St., Philadelphia. 
PITTSBURGH DERMATOLOGICAL SOCIETY 
Claude B. Norris, Chairman, 244 Lincoln Ave., Youngstown, Ohio 
Frederick Amshel, Secretary, 3401 5th Ave., Pittsburgh. 
St. Louis DERMATOLOGICAL SOCIETY 
Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman, Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
San Francisco DERMATOLOGICAL SOCIETY 
Ernest K. Stratton, President, 490 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 


